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Chapter 1 

mental hygiene in public 
health nuksing 


INTRODUCTION 


If one talked with nurses in various parts of this country eleven 
years ago, when the hrst edition of this book was wriCfen, one 
bad the filing they wished— and sometimes expected— that 
mental hygiene could offer the nursing profession a form of Ten 
Commandments, easily applicable to crowded days and large 
case loads. Our case loads still are large and our days busy, 
whether we work in dty districts or in rural areas. However, 
although we may sometimes Jong for someone to tell us what to 
say or what to “do next," as a professional group we seem to 
have passed the stage when we, like many others, expected mental 
hygiene to give us blanket definitions as to “right" and “wrong” 
procedure in work with people. Today there is a growing recog- 
nition that mental hygiene offers no such short cut but rather an 
informed, deliberate, observant method of working, a habit of 
stopping to think what the behavior of the patient and others 
may mean in relation to a situation and how the nurse herself 
relates to it.* Nurses ask themselves questions such as these: 
What do I know that seems valid in situations of this kind and 
in this specific situation? How best can I put to use what I know? 
How can I learn more? 

No easy substitute exists for the processes which lead to such 
increased understanding. Mental hy^ene can never be a sooth- 
ing contribution to professional equipment and point of view. 

It is too stimulating for that. One cannot escape from the con- 
stant need to weigh circumstances and behavior once one has 
accepted this way of working. Furthermore, it may be unsettling 
to find that outgrown attitudes or beliefs must be left behind 
as understanding of oneself and of others grows. 


* "Behavior’' is used in this book as meaninc lie entire response or admlntm 
pmem 0} the individual?' “SftuaUon” is used somewhat loosely to include Ue 
factors which exist outside the fndividuab involved and the internal factors as lar 
as we know them — the persoBsItty make-ap which results both /roni_ wborn 
tendencies and from past wfemaJ factors. Their interaction m a given insunce 
constitutes the ‘'situation.” 
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To prevent a disease, two things are required: knowledge and organiza- 
tion, As for the first, we need to know the cause of the disease and its 
means of transmission, and we should have information about the number 
of susceplibles in the community. Armed with such facts, we begin a pre- 
ventive campaign, if we have the organization to apply them. Let us, for a 
moment, look at mental and emotional disturbances as though they w’ere 
pandemic, which I believe in truth they are. Can we put our finger on the 
cause of them? No, not in any simple way. But can we say that the 
tubercle bacillus alone causes tuberculosis? If that were true, all of us 
would be sufferers from these maladies. Even if we do not know their 
exact cause, what we can do is to describe the setting out of which these 
mental and emotional disorders arise. About that we have a good deal of 
informa tion.“ 

If professional groups can become more coordinated in sudi a 
preventive effort, it should be possible to teach vastly more people 
than has been true in the past and to reach them earlier and 
in a way that has more meaning for them. 

The attempt to teach people ‘^early” — to help them retain 
their equilibrium rather than struggle to regain it — has two 
different meanings, both useful to us. It refers in the first place 
to the chronological age of the individual and suggests that the 
child, or more specifically the newbom infant in his family, is 
as near to a beginning point as we can find. It is true that 
earlier than infancy is the prenatal period and, earlier than 
that, the make-up and experience of parents as adults and, still 
earlier, as children. So that one can go in a circle if one wishes 
to do so. Yet it is possible to see that each infant is a new in- 
dividual in a new situation. 

In the second place, every new experience at any time of an 
individual’s life is “early” in his assinrilation of that experience. 
The individual will react to the new experience somewhat as 
he has previously reacted to other experiences. But the new 
experience is a variable — it is not Just like previous experiences 
— and the setting in which the new experience takes place can 
be a variable also, with potentials for health. For example, an 
adult patient coming to a cancer clinic for the first time can 
have a relatively helpful experience there, no matter what the 
diagnosis, if we see to it that this happens. 

Dr. Paul V. Lemkau reminds us that the human personality 
is built upon a base or around a core of constitutional endow- 
ment, though this, too, can be influenced to some extent by 
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environment. The personality of the individual grows by means 
of many successive and interlocking life experiences. He calls 
these experiences “building stones” and says they can be rela- 
tively strong or weak, built in well or ill, and that the structure 
is never finished.**’ ** 

The International Preparatory Commission of the Interna- 
tional Congress on Mental Health of 1948 emphasizes that the in- 
dividual is capable of change throughout life, though it must be 
remembered that either progress or deterioration is implied. 
The Commission then sharpens up this general statement by 
pointing out that there is in each person an orderly sequence of 
growth, development, maturation, and decline. We can, en, 
adapt our way of working with individuaU and our teaching 
to their phase of development, and at each phase, try to guard 
against introducing experience known to be harm u. 
ample, study indicates that separation '’"f , ,5 

difficult tor a baby during the last part of . 

and the early part of the second year. II 
needed but can be postponed beyond If' 
person is the only object on which the f ^ , elective 

Ings, we take this into consideration in helpmg to plan elect.ve 

"Ihfaccent is on the best use of ^ 

the warding off of known danger " jt ^ard for 

does not Imply overprotection b„t it is 

a child to share his parents w clearly must learn 

..right- Otat he should do so f^tlty 4 in/if his "nose 

to share. It is wrong to Irig family; and so also, 

is broken” because there is a nei^ 11, J often unconscious turning 

from the child's point of ™w « ^ 
of parental tenderness from men 33„33 

periences are ..wrong” evented or lessened, 

that they breed „te behavior, reflect our 

rather than “wrong because tney, 

image of “bad” parents. nurture, is em- 

The Individual, ’'h“f family, neighborhood, 

bedded in and moulded by the S ^ ^ or areas withm 
area, national, and ^\ay of life. Nurses, 

the larger countries, each ha 
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and perhaps public health nurses in particular, have for a long 
time “taken the community into consideration” and have “seen 
the family as the unit of work.” Many nurses have known their 
districts or their rural areas with remarkable thoroughness, 
have been aware of various racial groups within such borders, 
have known the way the people earned their living and many 
of the econonuc and social problems and opportunities that 
influenced the population. Usually it has been a matter of keen 
interest to the public health nurse to study these differences and 
to learn how the facts about health and illness which she knew 
could best be interwoven with the customs and beliefs of the 
community. With regard to the individual patient and those 
immediately surrounding him, the nurse increasingly has tried 
to see and respect him as an Individual and to assess his strengths 
and weaknesses in a dear, unbiased way. 

Granted this is true, beyond the necessary additional knowl- 
edge along the same lines and the attendant skills, what is it 
that we as a professional group are feeling for in order to gain 
the deeper understanding of ourselves and others that we 
realize is not yet wholly within our grasp as a professional 
group and that we need in order to carry out as fully as possible 
our professional function? 

It does not seem that it should be difficult — or contrary to the 
religious beliefs of any of us — to accept that everyone is quite 
frequently imaware of the real reasons for his behavior. So 
many times, after the event, we ourselves have been able to 
realize that a reaction on our part of anger, of refusal, of blind- 
ness to a situation, has taken place because we were afraid or 
hurt, but that at the time we did not dare, or were unable, to 
recognize such feelings on our part. It is but a step further to 
recognize that the conflicts which all of us have, but which would 
be too painful and disturbing if we were constantly aware of 
them, lie in a part of the personality called the unconscious. 
These emotional stirrings plus the outside situation cause us to 
behave in some way and this behavior takes the form that is 
most bearable to us. A reaction of denial or hostility may or 
may not be the best solution in a given instance, but it may seem 
better than letting ourselves and others know that we are deeply 
upset or frightened because what we basically and unconsciously 
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mental hygiene 

want and what we seem likely to get are not in accord. 

A patient with tuberculosis denies he has the disease although 
It is^ demonstrable; a patient with organic heart impairment 
persistently overworks; a doctor rationalizes his reluctance to 
tell a patient that she has cancer though in this instance perhaps 
she might well be told; a nation under internal stress becomes 
aggressive and declares a “defensive” war. 

Knowledge of tte lenn “dynamics of bumaa behavior” and 
die use of this concept as a basis for understanding personality 
is newer ground to many of us. However, the concept involved 
here helps to put a more reliable door under our daily work 
both with individuals and with groups and, frankly, enables us to 
work more closely with professions which have had more oppor- 
tunity to assimiVate this concept in tie/r professionaf training 
as the material emerged. 

This concept of the dynamics of personality is explained 
clearly and helpfully by Dr. Karen Homey in iVew Ways in 
Psychoanalysis. She says, “This is the general assumption that 
the motivations for our attitudes and behavior lie in emotional 
forces, and the specidc assumption that in order to understand 
any personality structure we must recognize emotional drives 
of conflicting character.”®* 

An acceptance of the dynamics of human behavior provides 
a basis for understanding people that is becoming a valuable 
and practical part of our frame of reference and of our rela- 
tionship to our patients. In the all-important chain of cause and 
effect, such a concept often explains what “gives rise” and 
therefore can be a basis for preventive work. An understanding 
of the dynamics of human behavior is as great a present need 
of our profession as any that could be stated, and the concept 
will be welcomed and accepted by vks as we learn to apply it 
practically. Wider and earh'er contacts will not necessarily make 
the epidemiological approach helpful unless a basic understand- 
ing of dynamics is brought to these contacts. 

The third emerging aspect of mental hygiene which holds 
special interest for nursing is the fact that we can now see more 
clearly and specifically not only how a better knowledge of 
human behavior fortifies the daily work of the nurse, but also 
how nursing can fit in with the current mental hygiene movement. 
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There is a current emphasis — almost an insistence — that all 
those whose professions are primarily concerned with human 
relationships, whether or not they are specialists in the problems 
of human behavior, must accept responsibility for that part of 
the mental hygiene program that falls most naturally within 
their function. Among such groups are physicians other than 
psychiatrists; nurses other than psychiatric nurses; social workers 
other than psychiatric social workers; teachers, religious leaders, 
industrialists, and, ultimately, administrators in all fields. There 
is overlapping in function among such groups, and there prob- 
ably always will be some duplication. However, each has special 
emphases, special ways of meeting large numbers of people, and 
special skills. 

At this time a good deal of energy is being directed into 
attempts to reformulate definitions of nursing. For the purposes 
of this chapter, it seems appropriate to by-pass any attempt to 
state a general defimtion of nursing function and instead to 
remind ourselves of those parts of the health service program 
which take the largest number of nurses, the most time of nurses, 
and whidi bid fair to conUnue to do so for a long time to come. 
A description of some of these areas follows. 

Considering this country as a whole, most babies are bom in 
hospitab. Therefore, it is the hospital nurse who, except in 
instances where natural childbirth is used, can give the majority 
of the babies in thb country their first feeling of gentle handling 
and their introducdon to their mothers who then are helped to 
feed them by breast or bottle. Probably no one would deny that 
comfortable feeding is an all-important experience to the new- 
born. Abo, nurses are mother substitutes on all pediatric wards, 
where babies can be harmed by separation from mothers and 
where older children can leam that a difficult experience can 
work out well. Nurses are inevitably part of the functioning 
hospital staff who care for sick and injured patients whose lives 
and security are threatened. For many of these patients the 
hospitalization b the first such experience. In such instances as 
these, nurses reach patients *‘early” in both senses in which this 
word was previously used — early in chronological age, early in 
the experience of a patient of any age. 

Hospital nurses and public health nurses are becoming more 
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closely related professionally. The work of one is often a con- 
tinuaUon of the work of the other in a different part of the 
community health setup. However, special emphases stand out 
in the work of the public health nurse. 

During the second World War when there was a shortage 
of public health nurses, some parts of the usual public health 
nursing program had to be given up for the time being or covered 
less thoroughly. An example of the latter was the wider spacing 
of contacts with well preschool children. However, there was 
never any thought of thinning out the work with maternity 
patients and, in fact, the Emergency Maternity and Infant Care 
program greatly added to the responsibility of the public health 
nurse for maternity work during that period. This emphasis 
continues and means that public health nurses, working in co- 
operation with physicians, have more contact with parents before 
children are bom than do any other professional workers, and 
that they could still strengthen this part of the public health 
nursing program. Similarly, the iveJI baby conference is a known 
institution the country over. A “natural” opportunity for our 
front-line participation in the mental hygiene movement is not 
far to seek. 

Another area where the number of nurses and the time they 


spend mount up significantly is in the staffing of dinics of 
all kinds, from the well baby conference mentioned above to 
clinics attended by patients who are veiy ill. In clinics we have 
an opportunity for “early” preveorion in our work with patients 
who have this experience for the first time. Given sufficient staff, 
we can further individualize the patient who comes for a “rou- 
tine” visit and understand more of the causes of non-attendance 
— still sometimes called delinquency. This area of our work pre- 
sehts a parricular challenge to our skills, for there are “unsus- 
oected depths of bewilderment, conflict, and human need lying 
fust beneath the surface in any group of clinic patients.”®^ A 
Station from Dr. Lemkau is pertinent herc-though all such 
■ "quotes” s-ffer from being bfted out of context: 


, «ti» have to do the front-line work are the health 

Tht P“P‘" (,5; halth OUIK. I to™ lie is already veo' 

officers ana V there are not enough of them !ot programs 

heavily loaded an difficult it is to squeeze in 20 or jo cases in 

already under way. 1 “ 
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half a day in a child health station, well-baby clinic or whatever you 
choose to call the clinics of the Maternal and Child Health Bureau. 
I know that obstetricians working at top speed in prenatal climes have 
a great deal of resistance to talking over with a mother the emotional 
reactions of herself, her husband, the .other children, and a couple of 
couples of grandparents toward an addidonal member of the family. Too 
often the syphilologist can’t look forward to attempting to influence his 
patient any further than getting him or her to take his or her shots or the 
hated spinal puncture. Still, it is at this level that much of the work must 
be done, and these are the people who must do it if we are to reach the 
public with preventive measures- It is at these times, when life experiences 
can be influenced as they enter the personality structure, that an effort 
may make the difference between a strong structure and one with a weak 
spot® 

Again, the public health nurse is among those professional 
workers who continue to see the importance of the home visit. 
By way of illustration: one agency with about 33 staff nurses 
now makes an approximate average of 68,270 home visits an- 
nually. Because this agency carries a heavy child health con- 
ference program and is willing to work quite intensively with 
a proportion of its case load, the figure is not high, relatively 
speaking. Yet it is impressive as an index of the contact of 33 
public health nurses with families in their own homes whatever 
the health or sickness problems in those homes may have been, 
and whatever age groups within the family were involved. When 
this is expanded to the 25,081 public health nurses (exclusive 
of industrial nurses) reported in 1950 by the United States 
Public Health Service as employed in the United States and 
Territories, it is clear that this professional group is, and should 
be, very dose to the way individuals, families, and large segments 
of our population think and feel. 

In the above discussion, no attempt has been made to cover 
all areas of public health nursing. One should comment that the 
public health nurse working in industry is the only one of our 
professional group who consistently sees the breadwinner — the 
individual who is still in our culture “the head of the house.”^ 
The nurse working in schools is essential. However, by the 
quantitative method we have been using, the school nurse gives 
over the front-line position to another kind of professional 
worker, the teacher of the school-age child, because the teacher 
sees the child almost daily over a period of years and thus 
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willy-nilly, in her turn and naturally, becomes a mother sub- 
sUtute, and the person who introduces the child to the more 
highly controlled group life which he now enters. 

This material suggests that public health nurses are not seek- 
ing to change their functbn through a growing interest in 
menial hygiene but are working tovrard more accuracy, vitality, 
and depth of understanding along lines of work already well 
established in the community. At the same time, it seems clear 
that some of the nurse’s areas of emphasis correlate closely and 
uniquely with the current preventive program in mental hygiene. 

In spite of our individual differences in personality and 
method, we as nurses have professional purposes in common. 
Because of these purposes we come in contact with situations 
in clinic and home and in cooperation with other professions 
which appear to have basic similarities, although they could 
not be identical. Also it seems possible to say that the reactions 
of public health nurses to these situations have certain similari- 
ties, In subsequent chapters some of these common reactions 
and some methods of work are discussed in detail. ‘ 



chapter 2 

TEACHING HEALTH 

^ PART I «€- 

The Relationship between Nurse and Patient 

The teaching of health may seem to be a simpler matter than 
it was some years ago. At least it is easier to get in touch with 
large numbers of people. Community organization for health 
has been growing stronger and there is less duplication of effort 
between agencies. Our system of communication, including mo- 
tion pictures, radio, and television, has grown so rapidly that 
it is possible to bring information about health matters to large 
and widespread audiences. 

Some of this information is essential and well presented. 
However, some of it, though valid enough in itself, is overem- 
phasized for 'commercial reasons, and occasionally some infor- 
mation seems downright invalid. Furthermore, broad informa- 
tive programs, however excellent they may be, often need 
supplementation or even rectification in order to be appropriate 
to individuals. Therefore it continues to be necessary that the 
nurse meet the patient and his family, whether or not health 
information is available through more impersonal channeb. 

When a public health nurse meets a patient for the first time, 
a new situation is created and a new relationship may begin 
between these two people, one which we hope will result in pro- 
ductive work. However, we realize that the situation is not 
completely “new.” Both nurse and patient have lived a con- 
siderable number of years, each in hb own way. In addition to 
thb, almost everyone in any community has some preconceived 
idea of what it Is the nurse can do, or wants to do. An increasing 
number of people realize that she has a useful knowledge of 
health matters and for thb reason will wbh to learn all that 
she can offer, will seek her out, and will use the information well. 
However, many families still think of the public health nurse 
primarily as a bedside nurse, to be called in an emergency. Others 
would like to become dependent upon the nurse in matters of 
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daily health as well as in emergeades. 

SUJ] others will have none of the nurse because they feel un- 
comfortable with her. Perhaps some difficult experience in the 
past which may or may not have anything to do with the 
nurse — influences them. The nurse, ivith her knowledge and skill, 
may seem to the patient to be too “different” to be trusted’ 
bringing with her as she does the discomfort of change. Pos- 
sibly, too, the nurse’s methods of working with some of these 
patients may have been unwise. 

On the other hand, what does the nurse expect from the 
patient? She knows that she has something useful to offer him. 
The obliviousness of many patients to hazards which endanger 
them and their families, their lack of interest in her work or 
actual resistance to it, are difficult for her to face smce she knows 
she could contribute to the health of these people. She would 
like to see them grasp the “facts” quickly and may forget that 
this information is really, useful only as families assimilate if 
and make it part of their'Iives. Many individuals and families 
never will be able to do so as completely as the nurse would wish. 

We realize that differences in viewpoint are an ever-present 
/actor in all teaching. To build a relationship betvreen patient 
and nurse is the means for bridging the gap. Health teaching 
uses this relationship. The thinking which the nurse does on 
this subject and the methods of work with individuals and 
with groups of patients which she develops are applicable to 
all phases of public health nursing. The nurse needs specific 
knowledge about the varying health requirements of children 
and adults, and the best information that medicine can give 
about illness. But the nonjudgmental, nonauthoritative attitude 
that leads to a useful relationship with the patient is basic to 


her work with all age groups and in all situations. 

Such a relationship does not usually just happen. It depends 
on the leadership and understanding of the nurse. It develops 
through the nurse's recognition and acceptance of the patients 
problem and the way he feels about it; it depends on the way 
in which she explains agency function and on her reliable friend- 
liness and help — reliable in the sense that the patient can depend 
on the nurse to see and sense ffie situation. She usually sees and 
senses the situation better than the patient does and therefore 
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is the leader in building the relationship. She employs her knowl- 
edge of him with increasing delicacy and perception rather than 
using it to impose what seems to her the best solution. Sometimes 
she realizes that the patient is reacting with inappropriate 
emotions in one or another situation and knows that a deeper 
area of feeling has been touched off. The nurse does not “follow 
him down” in an attempt to find out this material in the patient’s 
unconscious. She glimpses it — perhaps in the way that a mother 
refuses preparation for breast feeding — and thereby has more 
knowledge and understanding of the patient. If such buried 
feelings and experiences come to the surface of the patient’s 
awareness and need to be told to the nurse, the patient eventu- 
ally will speak of them. The nurse knows that her chief area of 
work lies among the feelings, experience, and knowledge of 
which the patient is conscious or almost aware. Her aim is to 
help the patient to make the most of her conscious feelings and 
knowledge through mutual trust and interest. Such a relation- 
ship can mean a great deal to the patient and is “superficial” 
only in the sense that it is at or near the surface of what the 
patient knows and feels. When the nurse is sensed by the patient 
to be reliable in this way, an identification of interests can begin 
to take place which will lead toward appropriate health work. 

THE PATIENT WHO ACCEPTS THE NURSE 
AND HER SERVICES 

It would be oversimplification to say that some patients ac- 
cept the services of the nurse while others reject what she has to 
offer. All of us — whether nurse or patient — have mixed feelings 
about experiences. We are ambivalent in our desires, wa n ting 
and yet not wanting. Therefore neither the patient’s acceptance 
of the nurse nor his rejection of her is as complete as it may 
seem. This means that the nurse cannot relax too completely 
in a relationship which seems “good” or become entirely dis- 
couraged when a patient resists her services. In the following 
pages, patients in whom acceptance of what the nurse has to 
offer is uppermost will be discussed first and then patients who 
appear to reject her work. 

ilany of the persons who welcome the help of the nurse are 
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mature and well adjusted. They are glad that a source of infor- 
maUon on health matters is available, recognize their own prob- 
lems, and are even able to see their otvn mistakes. To this group 
belong the many mothers who return regularly to child health 
conference and who assume responsibility for carrying out the 
plans made there. The increasing number of such persons, and 
in many instances their growing sophistication in health matters 
delights us even if, once in a while, we must hurry to keep up 
with them. Many parents in this group know how to observe 
their children and love to do so, and the mirse in her turn learns 
from them and has an evcr-fresb store of iniormation about 
the various ways in which families live. 

On the other hand, the patient may welcome the help of the 
nurse because he needs to depend on her. The family of a very 
sick person “depends” on the nurse to give bedside care or at 
least to carry out difficult treatments. This is one kind of de- 
pendency, The family is temporarily overcome by circumstances 
and must rely on the special skills of the nurse. However, a 
person may be so immature emotionally that in times of stress 
or even all the time he needs someone in the role of parent; 
or he may be intellectually incapable of meeting his problems. 

In moments of discouragement one feels that these people form 
a surprisingly large part of the community. Sometimes the nurse 
herself temporarily joins the ranks. Emotional maturity appro- 
priate to any given chronological age — infancy or middle age — 
is hard to acquire and to maintain. 

We sometimes think of a relationship in which the patient is 
dependent on the nurse as inevitably “bad.” When the nurse has 
allowed dependency on her to develop without considering 
whether it is necessary, the relationship may be bad. Such in- 
stances are known to aU of us. “Mother wants the nurse to do 
all the running” is a familiar, graphic statement which tells the 
story of the mother’s use of the nurse as an accustomed con- 
venience, and the nurse’s half-irritated realization of the futiUty 
of the situation. In such a relationship the mother is not learning 
to take care of hereelf and her laimly. And the nurse herself 
may be unaware of her own possible over-readiness to mo er 
and to protect patients who welcome such so^citudo. 
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A harmful dependency is an insidious thing, often growing 
to difficult proportions before the nurse is aware of it, because 
this kind of relationship may meet her own needs as well as 
those of the patient and his family. The nurse may welcome the 
opportunity to bring order out of chaos by arranging clinic ap- 
pointments for the members of the family when it would be 
possible for them to make the appointments themselves, and 
by offering transportation to make doubly sure that the appoint- 
ments are kept although this help may not really be necessary. 
She may gain satisfaction from adding to the family’s comfort 
by applying Erectly to “relief” agencies for material aid instead 
of helping the family itself to turn to an appropriate agency, 
and in other ways she may take away from the members of the 
family many of the responsibilities which they could learn to 
assume themselves. After a year or so of intensive visiting, the 
nurse comes to her senses, realizing that although a certain 
number of examinations have been made and corrections effected, 
she herself is having to take more, rather than less, initiative in 
health matters. Most of us can recall at least one experience of 
this kind. 

Nursing records show instances, however, in which depend- 
ency appears necessary either temporarily or permanently and 
in which the nurse recognizes and accepts this need on the part 
of the patient. 

The following situation shows the nurse as a temporary 
“mother” to a young woman who needed this support and could 
be helped, by means of it, to mature emoUonally. Tbis girl and 
her husband were very young. Instead of turning to each other 
for comfort and advice in times of difficulty, they sought the 
help of their own parents. Both were like children who found 
themselves away from home on a visit. During her pregnancy 
the wife spent increasingly long periods at her parents' home. 
She complained to the nurse, however, about her husband's 
similar dependency on his parents and relatives. When she re- 
turned to her own home after the birth of the baby she felt 
unequal to caring for him. She remarked with surprise that the 
baby was “always there.” He was not like a doll which, child- 
like, she could put away when he became tiresome. She began 
to rely on the nurse for his daily bathing and for repeated advice, 
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just as she had always relied on her mother to sopplement her 
inadequacies. The nurse felt this to be a crisis in the life of this 
young woman, a point when she could either become a real mother 
through the satisfaction of taking good care of her child, or re- 
main a child herself. Clumsy and frightened, the mother moved 
in an unaccustomed world of sterilized bottles and equipment. 
However, under careful supervision and encouragement, she 
became more skillful and able to take iacreasing responsibility 
for the baby’s care. With this skill came more confidence in her 
ability in general. She told the nurse that she felt “more of a 
person.” Later this eighteen-year-oId girl seemed to be making 
a home for her baby and her young husband, and even realized 
that sometimes she had two children on her hands instead of one. 


The following instance also illustrates a temporary need for 
dependence which the nurse could and did fill. The nurse visited 
a woman who was in the early months of pregnancy — a Catholic 
woman married to a Jewish man. The man and woman, who 
were very much in love, had felt that the complications of re- 
ligious differences and the attitudes of relatives would solve 
themselves, but they were disappointed to find that this had not 
happened. The woman, at the beginning of pregnancy, found 
herself a long distance from her own home, not accepted by her 
husband's family, and without intimate friends. She did not yet 
feel able to discuss the problem with her husband. She explained 
to the nurse that she talked to her about her difficulties not 
because the nurse could solve them, but because she must talk 
to someone until she could get things a little straighter in her 


own mind. 

The nurse cannot expect that all patients will arrive at a 
time when they will have Jess need of her support. A mother 
who is not intellectually able to take responsibility herself for 
homemaking and especially for the care of her child will always 
need help if and while tie home remains together. A woman 
of this kind married against her famil/s w^hes a man whose 
habits of drinking were already well established. Although he 
had lovable qualities which held the affection of his vnfe and 
children, his work record was bad. Occasionally the family was 
in want. Apparently the only important decision the patient had 
ever made for herself was her marriage, Jmd this, in the eyes of 
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friends and relatives, had turned out badly. She could not turn 
to her family in her inadequacy and difficulty because of loy- 
alty to her husband and also because in so doing she would 
admit that she had been wrong in refusing their advice about 
him in the first place. She was subject to “slumps” which usually 
coincided with her husband’s ' periods of heavy drinking. In 
these understandable periods of depression the mother gave the 
family an almost unvaried diet of bread, spaghetti, and tea, 
and forgot matters of hygiene. The youngest of the children, 
a slight, pale, five-year-old boy, showed listlessness and quick 
loss of weight when a good regimen was not maintained. This 
family was known to a family agency as well as to the visiting 
nurse association and psychiatric consultation was available. 
The psychiatrist in this instance felt that the mother was re- 
acting favorably to the opportunity to share her responsibilities, 
that she would always need to do this, and that the nurse and 
social caseworker might well plan their future relationship 
with the family on this basis. 

Sometimes a question of agency policy is involved in deciding 
whether a nurse with a heavy case load can visit for an indefinite 
period in a home where a patient cannot be described as neg- 
lected and where no question of the care of children is involved. 
Such a question came up with regard to continued visits to an 
elderly diabetic woman living with two grown children whose 
work kept them away from home during the day and whose 
refusal to take more responsibility for the patient seemed im- 
changeable. This woman was not disabled but her foot showed 
a condition which threatened to become gangrenous and which 
she neglected unless encouraged by the nurse to take proper care 
of it This was a dependency which seemed to justify the con- 
tinued service of the nurse, whatever one might say about the 
obligation which rested on her son and daughter to take over 
the care of the mother themselves. 

In the following instance further compUcations might have 
resulted if the nurse had followed the mother’s desire for de- 
pendency. Here the nurse successfully met a trying test by not 
giving the direct advice which the mother wanted and which she 
herself would have liked to offer. 

In a home visited by the nurse lived an elderly man and wife, 



TEACHING HEALTH ' jg 

tot at!" ‘'““S'''"’® children, 

Jane and Rose. The record summary states; 

m/X.Vfc'" '‘M >>y ™n pre™„5 I» 

fh,. m^.v ** “ apparent earjy rejection of this child by 

mother and of many placements of her which seem to bear this oat 
jane ^Is the grandparents "mama” and “papa" and the mother and 
st^^lalher by thdr first names. The mother now seems friendly to the 
cmld, as docs the stepfather. The graodmolber wishes her daughter would 
go to housekeeping and take both ehiJdrea with her. The stepfather says 
be would accept Jane. The mother docs not knoiv nhaf she wants to do 
and asks the advice of the nuise. 


The nurse, too, wanted the mother to “go to housekeeping," 
Since the home was crowded and the mother relied too much on 
the grandmother for decisions on child care. However — with 
some difficulty — the nurse refrained from suggesting that a 
Separate household would be an improvement. Here was a deci- 
sion which an immature woman had to make for herself, if the 
decision were made at all. Otherwise one could expect no perma- 
nence from such a step because it involved leaving her own 
mother's guidance and also accepting a child fvho evidently 
represented much that was painful in her life. 

The patient who welcomes (he nurse may seek to use her in 
other ways, For example, a mother may accept the nurse’s visits 
or may herself visit the child health conference in order to com- 
pensate for her feeling that she is not taking good care of her 
child, not because she has a mature desire for information and 
skilled help. Perhaps the child is unwelcome and other interests 
loom larger. Receiving the nurse or visiting the clinic is enough 
to relieve her; she carries out none of the plans for child care 
which result. This may indicate that the nurse should show more 
interest in the mother instead of focusing her attention only on 
the child. "The nurse talks io the mother, but she always talks 
about the baby," is a comment once made in a conference on 
this point. A number of mothers say (hat they enjoy interviews 
with the psychiatrist because they have a chance to talk about 
themselves. “Mother still rather nervous and inclined to talk 
about herself more than about the children” is an excerpt from 
a record illustrating the point that (he nurse may see the mother 
as a mother but not as a person. 


20 XHZ PUBLIC HEALTH NURSE AND HER. PATIENT 

' While the nurse may have considerable difficulty in under- 
standing and accepting the problems of the psychoneurotic 
patient,' such a patient often accepts the work of the nurse 

• readily. ' ^ 

J The'following illustration has, in spite of its pathos, elements 
of humor for those many nurses who have had experience of 
such a household, but the recognizable personality difficulty it 
describes might have become more exaggerated had the nurse 
imthinkingly allowed the patients to make use of her. An elderly 
husband and wife, pathetic in that their lives had been lived too 
barrenly to provide interests in their old age, looked forward to 
the nurse’s visit. They seated her between them and vied with 
each other in relating their physical symptoms, interrupting 
one another in rivalry for her sympathy and ending in a quarrel. 
All attempts to divert them failed. With the consent of the 
medical clinic, the nurse closed the record, feeling that she was 
doing more harm than good by listening to the patients’ symp- 
toms. A psychiatrist suggested, when consulted about another 
puzzling situation of this nature, that the nurse in the role of 
listener is helpful to the patient only when he continues to bring 
out new material and when be seems quieter and more com- 
fortable after talking to the nurse about his difficulties. The 
repeated expression of the same problem with undiminished 
emotional intensity may enhance rather than relieve it. 

A method of using the nurse that may well give health workers 
pause was described by a social worker in a family agency which 
maintains a summer camp for children. Children from under- 
privileged homes longed to go to this camp but facilities were 
limited and many had to be excluded. The children had learned 
that as a rule undernourished children were given priority. A 
number therefore reported for examination after having omitted 
one or more meals in order to weigh less and to look pale and 
tired. The social worker in describing this situation commented 
that sometimes we seem to offer rewards for ill health. She went 
on to suggest that many special diets issued only on physician’s 
order to families on an extremely limited budget have the same 
effect. Given sufficient strain, it might be only a short step from 
such conscious use of symptoms of poor health to actual neu- 
roticism. 
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• communiUes the nurse has httle part m givin/ finan-' 

cial aid. PaUents, therefore, may accept her as a generous per- 
son m contrast with the social worker, who sometimes provides . 
such aid but sometimes must withhold it. It is difficult for the • 
public health nurse not to gain someWisfaction from her repu-i ' 
fatron for generosity. However, the family may be voicing bitter 
complaint over the social worker to the nurse to avoid more 
realistic thinking about their difficulties. A case in point was 
described by a nurse who reported the distress of a family over 
the small amount of relief given them. The social agency found 
that an allowance somewhat larger than the minimum was being 
supplied. Budgeting by a nutritionist was accepted by the family 
with revealing reluctance. Presently the family shifted to equally 
bitter complaints against the school which the children attended. 

These are illustrations of the ways in which patients who 
accept the nurse seek to make use of her. They range from con- 
structive use of her superior knowledge of health by people in 
need of advice in such matters, through an emotional dependency 
which may help or hinder according to the individual situation, 
to an attempt, often unconscious on the part of patients with 
marked personality problems, to fit her into the defenses they 
have worked out for making life more endurable. 

THE PATIENT WHO IS RESISTANT TO THE 
NURSE AND HER SERVICES 

As stated earlier, Individuals are ambivalent about accepting 
what the nurse has to offer. They want her help and at the same 
time they are loath to get involved in ideas and plans that mean 
change. Change is a threat to established daily living which in 
itself may not be very comfortable, but which is more comfort- 
able than change. Change brings the necessity for thought and 
for decision, with subsequent feelings of discomfort about the 
decision unless happy results are quickly obvious. “Mother says 
what she thinks the nurse wants her to say,” may be an appro- 
priate illustration. 

Some of the psychological factors underlying resistance to 
progress have been stated in terms that seem to apply almost 
directly to the work of the public health nurse in an article by 
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Bemliard J. Stem entitled Resistattces to the Adoption of Tech- 
nological Innovations: 

The adjustment of a person to his environment demands that he 
his behavior to some extent in the interests of personal inte- 
gration. He cannot be continuously expending his energies and undergoing 
crises in matting decisions. Judgments once made must serve as guiding 
precedents. A large part of his behawor of necessity becomes quasi- 
automatic involving little deliberation or judgment. This behavior, oft- 
repeated, becomes suffused with emotional tones of pleasure, particularly 
when it involves skillful movement. One’s personality becomes relatively 
at ease when it has attained an element of equilibration with the objects 
and persons with whom he comes in contact. Personality becomes bound 
up with environment by sentiments of intimacy. The strength of these 
attachments varies depending upon the degree of the stability of the 
culture in which one lives. ... An innovation . . . rudely shatters what- 
ever equilibrium a person has attained. It demands not only motor re- 
conditioning but reorganiaation of personality to meet the needs of the 
new situation." 

The nurse realizes that this is true of foreign-bom families 
who seek living quarters where they will be near people of their 
own nationality and who cling to familiar customs in the in* 
security of a new land. IVhat we sometimes recognize less clearly 
is that everyone, nurse and patient, entrenches himself in ha- 
bitual ways of doing things. Even U we believe that we are 
reconciled to new ways of thinking or to new methods, we may 
find that these innovations tire us and are bard to maintain. 
It is especially upsetting to all of us if too much that is new is 
presented to us at one time, or if we are expected to change our 
attitudes aad methods quickly. In fact, a certain amount oi tear 
and resistance is recognized as being part of all new learning 
situations. Slow acceptance of what is a departure from habit 
Is both more universal and more natural than we sometimes 
realize. The way in which new styles, new forms of recreation, 
new devices can sweep our country, seems to refute this. How- 
ever, perhaps such innovations fit so well into our way of life 
that they require no basic change on our part. 

Social scientists now recognize that individuals, and groups 
and peoples as well, are capable of change, but that it is a slow 
and difficult process. The Preparatory Commission of the 1948 
International Congress on ^lental Health suggests that “many 
social patterns seem to those who use them to be as changeless 



TEACHING HEALTH 


as if they reflected some property of Nature, quite beyond any 
possibility of being altered.”” Yet history shows they have 
a tered. The Commission points out two important reasons for 
resistance to change: . . the failure on the part of persons 
using these patterns to understand fully the nature of the pat- 
terns, and second, the fact that people using them are not neces- 
sarily aware of the purposes the patterns are serving.” 

The childhood experience of learning also influences attitudes 
toward change. Learning, at home or at school, may or may 
not have been made pleasant and interesting to a child. If it has 
been a bad or too difficult experience, he rebels against any ap- 
parent repetition of it. 3fany individuals have never worked 
through the usual stage of adolescent rebellion against authority 
and so turn against any relationship that seems to them to have 
a tinge of parental guidance. They have not learned to steer 
their own ships safely, yet they feel they must refuse a pilot. 

Individual experiences may strike so deep and involve so much 
of the patient's life that his rejection of hi's situation, and of 
anyone like the nurse who becomes involved with it, is very 
definite and real. To such a patient, the nurse is identified with 
the trouble which he cannot yet face or incorporate into his plan 
for living. A young man, formerly a brilliant college student, 
was a post-sanatorium patient who needed careful foIIow*up. 
He told the nurse not to visit him, saying bitterly that he knew 
all she knew about tuberculosis and did not want to be reminded 


of his illness by her presence. 

The nurse had been visiting in another family where the 
father had tuberculosis. For unexplained reasons, this family 
considered tuberculosis a shameful disease. They did not inform 
friends or even relatives that the man had entered a sanatorium. 
The illness was a financial hardship since the man's business 
suffered when he was not there to direct it The mother shrank 
from the nurse although she allowed her to come info the home. 
She evidently felt toward the nurse some of the dread she felt 
for the disease which had brought the nurse into the family. On 
the father’s return from the sanatorium the mother became 
pregnant, a pregnancy she did not welcome. When the nurse 
turned to the subject of the pregnancy the mother said, I don t 
know why it is, but even when you talk about the pregnancy you 
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remind me that we’ve got tuberculosis.” Here was a serious 
obstacle to the work of the nurse, but here also was proof of a 
promising relationship, since the mother felt enough at ease to 
voice her feelings. 

Other experiences that may form a barrier between patient 
and nurse and are familiar to us include clinic visits that have 
been unpleasant for the patient or unhappy relationships with 
previous nurses or with other agencies or institutions. The pa- 
tient may identify the nurse with these experiences. His reaction 
may be reinforced by guilt or fear over his own share in the 
past unpleasant episode. For example, a man who had a jail 
record and who came of a family well known to the police, 
refused to allow his wife to answer the nurse’s knock because, 
as he expressed it, the nurse was “just looking for more trouble.” 
A nurse’s record says, “Mother is afraid of the nurse because 
she identified us with the agency which found out that she and 
the father are not married.” In fact, many refusals to return 
to a doctor or clinic for further examination or care, attributed 
by the patient to unsatisfactory treatment, are more truly a 
picture of the patient’s unhappiness and embarrassment due to 
personal problems. 

The nurse meets adult patients with whom it is exceptionally 
difficult to work because of their ingrained sense of insecurity, 
aggravated often by the sense of difference which the nurse’s 
superior health knowledge may create. Unhealthy ways of meet- 
ing problems have become habitual and now constitute an actual 
personality defect. 

On the other hand, resistance is not always just obstructive. 
Some resistance can be expected in any contact between nurse 
and patient, for such a contact is a “dynamic, moving, organiz- 
ing and reorganizing relation.” * 

The nurse herself can contribute to resistance on the part 
of the patient. She has certain professional standards of living 
which it is hard for her to see disregarded. These professional 
standards may be influenced by personal standards to an extent 
which she may not realize. The nurse has also an inevitable 
emotional reaction to what occurs during a visit. Ultimately 
she may be objective about these feelings and learn to be less 
disturbed by them, even to make use of them. A negative re- 
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painstaking efforts seem to have been ineffectual — is often quite 
understandable. The nurse herself may deplore it and banish it 
from her consciousness as “unprofessional,” but it is still a part 
of her. The nurse’s ideals for her own conduct influence her 
methods of work with the patient 
At one time it seemed that a hunt was abroad in the land for 
what sometimes was termed the “ideal public health nurse.” 
Some people felt that “mental hygiene” might define what such 
a person should be like. Certain personality standards were listed 
to which it was felt “good” nurses should conform. It is easy to 
see why the need for the perfect nurse should be felt when pro- 
fessional demands on her are so great. However, we were at 
that time occupied with the more superficial characteristics, 
which we have since learned, partly through the reactions of 
the families the nurses visit, are relatively unimportant. Some- 
times the very quiet nurse who was thought to have too little 
“initiative” is successful in working in a home where a nurse 
with more poise and drive has not succeeded. One family tele- 
phoned to a nursing organization to say that they would like 
a change of nurses. They explained that the nurse who was 
giving bedside care in that home to an elderly woman was “so 
healthy that she depressed the patient.” If we attempt to set up 
a model personality as one of the accepted public health nursing 
requirements and to mold ourselves dutifully after this, we may 
well achieve an effect opposite to the one we hope for. We may be 
caught in the superficialities of “popular psychology,” in this way 
creating discouragement, fear, and rebellion in those whose 
interest in nursing is so deep that they would try to achieve an 
impossible “ideal personality.” 

Instead of thinking about our characteristics and behavior in 
the abstract or endeavoring to set up and conform to specific 
personality standards, it has been found more valuable to study 
our behavior in relation to given professional situations with 
the idea of growing in awareness and understanding of our own 
reactions. This is more productive than acceptance of certain 
personality patterns as appropriate to all nurses under all cir- 
cumstances, and the exercise of self-control to meet these stand- 
ards. In the realm of the emotions, self-control should he an 

emergency measure. ^ . 

Many of us have difficulty in recognizing our own emoMaa' 
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reactions, or in trusting them when we do become aware of 
them. Perhaps those of us who ate products of New England 
have a traditional conception that all emotions should be put 
down. We may mistakenly interpret emotional flatness and lack 
of response as “objectivity” and may be unwilling to call emo- 
tions by name — to admit that what we feel for a certain patient 
is anger or dislike, and for another, an unusual degree of friend- 
ship. Suppressed emotional reactions on the part of the nurse 
may be a source of danger to the patient. If her own anger, for. 
instance, is not recognized as such by the nurse, she may inter- 
pret some of the patient’s behavior adversely without knowing 
she is doing so, or may quite unconsciously punish him for what 
he has done. For example, she might decide that a patient did 
not need a visit on the following day when unclouded judgment 
would indicate that the visit should be made. 

We can do more than recognize our emotional reactions: we 
can make use of them. We can trust some of them as guideposts. 
For example, how shall the nurse meet her dread of returning 
to certain homes or communities where she found considerable 
resistance to her services? Disregarded, this feeling may find an 
unrealized outlet in postponing these visits, in moving them 
back further and further in the dale file. We may rationalize 
such a process, giving ourselves apparently excellent reasons 
why the visit cannot be made today or tomorrow. However, 
if the nurse recognizes her feeling of frustration and resulting 
anger, she may also understand the wisdom of thinking through 
the situation again. Through thb rethinking she may gain aware- 
ness of factors which underlie the family’s rejection of her, find 
new ways of working with this particular situation, accept the 
possible limitation on her work which the habitual reactions of 
the family may continue to impose, or perhaps come to realize 
the advisability of closing the record because the limit of im- 
provement possible at this time has been reached. 

When the nurse is unaware that her judgment is governed by 
her own standards, her blind spot may cause her to stumble in 
developing a working relationship with the patient and family. 
The first illustration that comes to mind is one familiar to all 
of us. We, as nurses, like cleanliness and order. Perhaps the 
very need for them sent some of us into “training” in the 
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ftrenwt? “P'™% “eptfc techniques, 

u“ !“'*“'»• As “ '““'1/ we sometimes put 
esthetic values ahead of more fimdamental ones. We may sacti- 
hce a relationship ivhich could lead, for instance, to the im- 
munization of a child because we are impelled to suggest to a 
niotiier that she clean up her home. 

A Scandinavian nurse and a Chinese nurse, students in public 
health nursing at one of the universities, were doing field work. 
The Scandinavian nurse had h'ved until recently in a small, im- 
maculate country. The Chinese nurse came from a large, very 
crowded land where many people lack modem sanitation and 
h^th measures. The Scandinavian nurse was shocked by the 
dirt she found in the homes she visited and at first could not 
see beyond it”j the Chinese nurse, on the other hand, while 
she was aware of the poor living conditions, could see the other 
problems the families presented. 

The following example from a nursing record illustrates what 
a formidable barrier to relationships a nurse’s standards may 
be and also how the nurse’s attitude may bring about a change 
for which she does not work directly. The family consisted of 
a young man and his wife, (wo preschool children, and an infant. 
The record written by the previous nurse stales, "Woman is 
very slovenly about her housekeeping and untruthful. Yells at 
children. Has done few of the things the nurse suggested re- 


garding preparation for delivery and the new baby.” Coming 
fresh to ie situation, and with less need to stress the poor home- 
making, the new nurse eyed with hope the few accomplishments 
of the mother and resolved to keep away from the subject of 


housekeeping. The mother continued to ‘‘yell” at the children 
and was not interested in better ways of getting along with 
them. Therefore the nurse avoided this subject as well. She 
found that the mother wanted help on certain very concrete 
matters of feeding and immunization and for the time being 
limited herself to these. Mother and nurse began to feel at ease 
with each other. The mother secured beds for the two oldest 
children on her own initiative. One day the nurse found the 
mother hemming curtains for the kitchen. On her face the nurse 
noticed what seemed to be an expression of surprise and reluc- 
tant pleasure as she sewed. 
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Sometimes the nurse’s standards of cleanliness and home- 
making hide the picture of the real progress she is making in 
a home. A nurse was very much discouraged about her work 
in a certain family and wondered whether she was justified in 
continuing. The parents were foreign bom; there had been 
eight pregnancies, with six living children. The family was 
known to a number of family and protective agencies. The home 
was always dirty and cluttered and showed the familiar collec- 
tion of unwashed dishes and poorly washed clothes. Over a 
period of months the homemaking had not improved. But in 
the record one found such unmistakable signs of ‘progress as 
these: the diet for the younger children had improved and the 
mother was giving the baby cod-liver oil; all the children had 
been immimized against diphtheria. In other words, much actu- 
ally bad been accomplished, as would have been recognized by 
the nurse had she not been blinded by her own homemaking 
standards, which were too high for this family to meet. 

We have ideals of family relationships and of individual 
behavior and, as with our standards of cleanliness and home- 
making, it is difficult for us to have them violated. Sometimes the 
nurse’s standards of family life are not appropriate to a particu- 
lar situation. Time may be saved and relationships eased when 
the nurse is aware that she cannot expect everyone to have 
the same standards for behavior that she has. For example, 
the nurse first entered a certain comfortable home when the 
mother was five months pregnant. She made the visit at the 
request of one of the mother’s friends. At first the mother turned 
the conversation away from the pregnancy. Later she said she 
did not want the pregnancy. Subsequently she told the nurse she 
did not like to cook or to keep house. The nurse, able to accept 
the mother’s point of view on homemaking although it did not 
agree with her own, did not urge her to greater effort or suggest 
“comfortingly” that her feelings would change. Perhaps par- 
tially as a result of this, the nurse’s visits became increasingly 
welcome to the mother and were directed more and more toward 
antepartum care and toward preparation for the coming baby. 

In contrast to this, it sometimes happens that a possible work- 
ing relationship may be sacrificed to the nurse’s personal stand- 
ards of behavior. A nurse was visiting “an apparently unstable 
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young couple” who lived in a rooming-house district. The man 
was m frequent difficulty with the police. The woman loved to 
d^ce and spent “too much” Ume in this way away from home. 
The baby was neglected. Tbe mother did not prepare his food 
properly. Here the nurse, both in the record and in conference, 
was frankly intolerant of the mother’s standards and expected 
the mother to accept readily her rather rigid standards, although 
mother and nurse were as different as two persons could well be. 
Each bad the standards resulting from her experience and 
training. 

Another mother apparently knew quite well how to carry out 
the nurse’s suggestions but Just took what was to her the easiest 
way, and lived from day to day without a plan — a method of 
living at variance with the ordered habits of the nurse. This 
mother, who was pregnant, had “poor standards of care for 
herself, for her baby, and for her bouse.” In these respects her 
standards were so different from the nurse’s own that the nurse 


felt Impelled at last to tell the mother what she thought of her 
poor bomemakiog and cbifd care. The crisis was precipitated 
when the nurse entered the open kitchen door to ffnd the year- 
old baby half out of the crib while the mother gossiped with 
neighbors elsewhere. The nurse was frightened for the baby, 
with reason, and because her sense of values was shaken by the 
fright felt she was voicing “righteous indignation” by her pro- 
test. In response, tbe mother, unable to face the fact that she 
was giving her child inadequate care, flared back at tbe nurse, 
and then subsided into pacifying promises. The nurse realized 
she had allowed her own standards of homemaking and child 
care to lead her down a blind alley. 

Understandably, a nurse may feel that she is accepting the 
psti&it’s standards for her own, or at least lowering her own 
standards, when she condones behavior such as we have been 
describing. However, we are learning that we make better 
progress when we can accept the patient as different from our- 
selves and recognize that each is the product of a particular 
environment and is equipped with a particular degree of capa- 
bility. Somerset Maugham speaks of a sympathy which shouJd 
be as wide as knowledge is universal, and based “not on a 
general difference, such as makes men tolerant of things they 
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care nothing about, but on active delight in diversity.” Dr. 
George K. Pratt said to a nursing group, “Take the situation 
as it exists and rub out of your vocabulary the word ‘ought.’ ” 
This is sound thinking, but one realizes also that it is easier said 
than done. A clean house is on the whole more to.be desired 
than a dirty one. A mother who takes care of her child is more 
of an asset to society than a mother who neglects her child. Im- 
mimization does save children from illness and possible death. 
These are axiomatic truths closely tied in with the professional 
purposes and philosophy of the nurse. The material we have been 
discussing shows the danger of Inappropriate response when our 
professional purposes ace seeded with unrecognized emotional 
needs and reactions. 

As the nurse becomes really interested in the meaning of her 
behavior in relation to the job, she often “catches herself out” 
by rereading a record and studying the terms she uses most fre- 
quently and the methods she records. She will see for herself 
that sometimes she trips over her own standards, though quite 
as often she will be encouraged by evidence of thoughtful work. 
When, for example, we find something like the following on a 
record we have written, shall we say this is just a manner of 
speaking, or may it mean that we actually were in this instance 
an “authoritative” person? 

Child asleep in mother’s bed. Told her not to get him used to this. Told 
her to put him back in his own crib. Gave medical appointment for June 7, 
for formula adjustment — not getting CLO for rest of summer. OJ occa- 
sionally. Told mother she should try to give it every day. 

Again, when we describe a patient as “just plain lazy,” and 
leave the description there, we are saying that we do not like 
lazy people — we who must hurry — and may be forgetting that 
laziness is a symptom, not an entity in itself. 

Of the various forms of behavior seen in the patient, behavior 
called “neurotic” has been one of the most difficult for nurses 
to accept as symptomatic. The reluctance to accept neurotic 
symptoms as valid goes back to the days when few people recog- 
nized the emotional element implicit in all illnesses. Perhaps it 
was an indication that we wished our busy days occasionally 
granted us an opportunity to be a little “neurotic.” At any rate, 
the so-called neurotic patient appeared to violate the stand- 
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ards of desirable behavior. Even when we have learned that the 
patient of definite neurotic tendencies is showing symptoms of 
deep trouble, so painful that he cannot meet it directly but un- 
consciously converts it, for example, into the more socially ac- 
ceptable symptom of physical illness, we may still fail to under- 
stand his need. We sometimes accuse or perhaps defend him. 
The familiar phrase, “He’s just a neurotic,” may still come to 
the tongue of doctor or nurse. The patient may well be neurotic 
but as we now know, chat is the beginning of our understanding 
of his difficulty, not the end. 


Some nurses have difficulty in discussing family finances with 
patients when a decision regarding fees or free bedside care 
makes this necessary, or when the patient might be benefited by 


working out a budget. One nurse said repeatedly of a patient 
that he could not endure a discussion of money matters. During 
this nurse’s vacation a substitute nurse cared for the patient, 
returning to say with surprise that the patient did not seem to 
object in the least to discussing family income in order to adjust 
the fee. In this instance the first nurse realized she had been 
projecting onto the patient her own discomfort in such a dis- 
cussion. Sometimes a nurse who has a great need to give shrinks 
from accepting a fee for the organization because she then feels 
she has not really given herself and her services. This is another 
instance of a personal need confusing a professional issue. 

When we recognize the individual differences and needs in pa- 
tients and can accept the fact that what we offer must be modified 
to suit such differences, our methods will be less likely to create 
resistance in the patient. We are then ready to teach the patient, 
rather than the subject matter. A record reads; "Discussed this 
(the fact that no ‘discipline is evidenced in this home’) at lengffi 
with the mother who apparently has no patience or interest,” 
The somewhat humorous picture wAicA this excerpt csih ta mind 
cannot hide the unfruitful teaching and the nurse’s discomfort 


The same point is illustrated by the woman who telephoned 
a nursing organization to say that she did not wish the nurse 
tn call again. She said that the muse had come to her home and 
"said a piece.” As a matter of fact, this nurse was a student 
affiliating with the public health nursing organization. One 
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sympathizes with the insecurity which made her plan her visit 
to the last detail before she entered the home. When she found 
that her plan was inappropriate, she had not yet gained sufficient 
flexibility and grasp of content to adjust the material to the situa- 
tion as it actually was. A more experienced nurse or student 
would have made herself as familiar as possible with the family 
before entering the home and would then have followed where 
circumstances led. However, it is interesting that even the “older” 
nurse may fall back on the use of a dogmatic method when a 
patient asks a question which she feels unable to answer ade- 
quately or when she is on comparatively unfamiliar ground. 
Just as it is the mature patient who can accept the fact that he 
knows less about health matters than the nurse, so it is the 
mature nurse who is able to respond to a question she cannot 
answer with the words, “I don’t know enough about that to 
answer you fully, but I’ll be glad to look it up.” 

A mother who is obviously lying to the nurse presents a most 
interesting problem not only because of the resistance this shows, 
but because of the nurse’s part in creating the need to lie. Often 
it can be observed that the nurse reacts to the mother’s untruth 
by a sense of injury. She has been taught that it is wrong to lie, 
and she also feels that the lie is unfriendly behavior on the part 
of the mother, shutting her out. Again, the more authoritative 
the nurse, the more she feels m such circumstances that the 
mother is attempting to mislead her. She resents this personally 
and also as an agency representative, and may feel impelled to 
show the mother that her lie is unsuccessful. She may first at- 
tempt to conceal her feelings from the mother, and even from 
herself, because she “considers the source,” and then later she 
may see that she was patronizing the mother by thinking in 
this way. 

If we consider where the real source may be, we find it in a 
relationship which has not been thought through, a relationship 
of which this behavior on the part of the mother is a symptom. 
To the mother, whose uneasiness perhaps is fed by awareness 
of her own shortcomings, the nurse may mean authority whether 
or not her methods justify the mother's attitude. The mother 
may then lie through fear. Or the nurse may represent standards 
which to the mother seem unattainable. Or the mother may be 
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reacting to the inappropriateness of the information which the 
nurse is presenting with considerable insistence. 

For example, a mother tells the nurse she has attended the 
antepartum clinic. When no report is received from the clinic, 
the nurse discovers that the mother has not told the truth. It is 
futile, of course, to tell this kind of He since the facts must inevi- 
tably be found out. The crux of the matter may be, however, not 
the mother’s behavior but the pressure the nurse has brought to 
bear on her which drove her to such lengths. 

“Mother denied neglecting the baby” is a revealing quotation 
from a record which in spite of its brevity reveals fear, on the 
one hand, and authority, on the other. 

“Mother not telling the truth half the time” suggests that 
this behavior on the part of the patient is to the nurse a baffling 
characteristic rather than a symptom of a relationship between 
patient and nurse which needs rethinking. “Neighbors complain- 
ing about the mother’s care of the children; mother lies to the 
nurse about this” suggests the factors found in both the previous 
quotations. The following is an amusing instance of a mild He 
which, however, shows resistance. “Mother says Robert breathes 
through his mouth only when the nurse is there.” Still another 
record suggests in only too familiar terms that the nurse repre- 
sents standards of hygiene and child care which the mother is 
not accepting: “Mother seems very slack. But she glibly recites 
all the routine she has for the children.” 

The mother’s defensive behavior may be a reaction to special 
aspects of the nurse’s teaching which it is particularly hard for 
her to accept. The following notes from two records appear to 
indicate this: “Mother still giving bottle though she says not. 
Has no difficulty in training this child otherwise.” “Mother still 
nursing baby. Says she does not, but Mary, five years old, says 
the mother does and realizes her mother is lying. Mother is a 
‘good promiser.’ ” Awareness that weaning holds emotional or 
other difficulties for these mothers might have helped the nurse 
to a less insistent and more appropriate approach. It is even 
nossibJe that breast or bottle feeding should have been continued 
f^ this baby, and that the mother was right in her insistence 

°”The following situation is in contrast to these and is typical 
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of the way in which many of us are now working. It shows the 
attempt of a nurse to see the significance of the mother’s be- 
havior and to adjust her teaching to it The nurse’s record states 
that while the mother says her two small children are toilet 
trained, it is quite obvious that they are not, although they are 
old enough for training to be appropriate. The nurse wonders 
why the mother must attempt to nusrepresent conditions in this 
way. She concludes that the mother does not reject her services 
since she brings the children regularly to child health conference 
at considerable inconvenience to herself and carries out some of 
the simpler plans made there. She notices that the children, 
and their mother also, are pale and have circled eyes. Physical 
examination showed the mother to be anemic. Perhaps the added 
work ,of toilet training two small diildren is more than the 
mother can face at the present time, but she does not wish to 
appear inadequate as a mother. With this in mind the nurse is 
thinking now in terms of the more basic and general problems 
of the family, with the toilet training of the children as a future 
by-product of the mother’s improved health. 

Unhappy results such as some of those described make us 
realize how futile it would be to continue to put the emphasis 
in teaching entirely on the content rather than on the individual 
with whom we are working- This would be teaching on the in- 
tellectual level only and might well be inappropriate to the needs 
of the patient as a person. We shall go astray and defeat our own 
purposes if we attempt to meet resistance on the part of the 
patient ^vith arguments and statistics instead of trying to under- 
stand what lies behind his behavior and to adapt our teaching 
material accordingly. Study of the actual need of the patient 
will help to make the material appropriate not only in general, 
but also in specific situations. We shall resort less often to “gen- 
eral advice on diet,” for e.^ample, or to the statement, “I cannot 
reason with this mother.” 

Another record is especially interesting because it shows how 
barren so-called mental hygiene material may be when presented 
on a purely intellectual level. The record says, “Mother cannot 
seem to accept nurse’s explanation of food fads as attention- 
getting.” 

“^Mother has no use for scieniific diets,” has been a familiar 
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quotation from nursing records. It indicated how far apart the 
nurse and another woman may be on the subject of food — a 
topic which is of common interest the world over. 

The suggestion that the infonnation which the nurse gives 
to the patient shall be "specific” needs simplification and modi- 
fication. It is true that infonnation or procedure prepared by 
the nurse down to the last detail in advance of a visit may fail 
to fit the real need and so may weaken the relationship between 
patient and nurse. But the nurse who has prepared herselj in 
advance is always at an advantage. If we need a sphere of ac- 
tivity in which to give full play to our appreciation of order 
and exactness, the giving of specific information would seem to 
be the sphere. When the patient inquires of us what action to 
take in a difficult life situation, often in wisdom we cannot tell 
him. On the other hand, when he asks us for information on 
such matters of health and sickness as are within the province 
of the nurse, we are only fulfilling our function when we give 
an entirely accurate, point-blank answer, within the limitations 
of present knowledge, immediately or as soon as we can procure 
the desired information. 

It has already been pointed out tbat a successful visit cannot 
be carried through on an intellectual level only. This, however, 
does not mean that the giving of accurate information on the 
subject under discussion is anything but essential. A difference 
exists between giving desired information and offering advice 
that is not asked for. We ourselves know how helped and stimu- 
lated we are by a conference, book, or lecture out of which we 
"get something.” On the other hand, we are exceptionally exas- 
perated-experience a sort of intellectual insult — when the in- 
formation has been vague or beside the point. In this connection 
it can be noted tbat occasions stUI present themselves when 
apparently conflicting information is offered by two nurses with 
whom the family has contact or by two community agenaes 
that are not working in close cooperation. Such a situation plays 
its part in creating resistance in patients. 

But information which really helps must be appropriate as 
well as specific. Understanding the emoUonal aspects of the 
situation will keep us from giving information at inappropriate 
moments For example, it was said of one nurse during her early 
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days in public health nursing that she could not seem to refrain 
from telling the truth, the whole truth — and at the wrong time. 

Many inadequate patients and families have to be given the 
same information repeatedly, even when the facts are specific 
and are offered at the right lime. The days have passed, how- 
ever, when, faced with apparent failure to interest a patient, 
we resorted to wartime tactics and felt that we must “fight it out 
along this line if it takes all summer.” Instead, we accept such 
failure as a signal that we must again stop and consider why 
patient and nurse are unable to meet on common ground. 

The following more detailed illustration is taken from the 
report of a very good nurse who had learned that her own reac- 
tions were important in the situation but who still did not under- 
stand the need to reconsider her approach in relation to the 
specific situation: 

Duriag the past Viiiiter I made three calls to a family for the primary 
purpose of having an infant immunized against diphtheria. Traveling to 
the house entailed physical hardship for me (weather inclement; soow 
not removed from the streets so that I had to wade through several long 
blocks of it). When I arrived at the bouse it was in a state of chaos — 
dirty, untidy, and looking for all the world as if it needed a good cleaning 
and straightening out. (Three adult women at home.) 1 saw the mother 
and tried to impress her with the need for diphtheria protection and 
medical supervision. The next two visits were almost the same with no 
return of the mother Co Child Health Station. My next encounter with 
the mother was in school where she was registering her daughter. She 
promised to keep the appointment for Immunization if I sent it to her. 
No results. The baby still is not immunized. 

I did not realize how this woman bad provoked me until a teacher re- 
ferred the school cUld to me because she seemed to be hard of hearing. I 
found myself almost unnilUng to offer any assistance to this teacher and 
child (who obviously need and are entitled to the best I have to offer). 

I suddenly got hold of myself and realized I was "taking out on the child" 
the frustration I bad because of her mother. I was ashamed of myself. H 
it Vi-as difficult for me to travel to her house, it was tnicc as difficult for 
her to travel with a baby carriage to the Child Health Station. 

The interview with the teacher took place yesterday morning. I sent 
home a notice for parent conference and expect the parent to respond. If 
she has not responded in a week, I plan to nuke another usit. On this 
tiisit I’ll do a good job of public health teaching or busL I’ll disregard, as 
much as possible, all the disagreeable physical factors and try to start anew. 

I might even be able to get her to the point where she will have a desire 
for a clean house arid will have her infant immunized and her schoolgirl’s 
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a feel tbit U IS respottsOJe in a large degree for the mother’s Jack of re- 
powc. I feel that my own recognition of this, without having it pointed 
Ut to me by someone, is a step in the right direction and ujtiroale success 
I might add that the weather man will be with me now, too ! 


No one could /ail to like the nurse who is telling this story 
about her belter understanding of herself, or to admire her 
spirit But will her new strength and determination lead to suc- 
cess Unless she thinks the situation through and centers her work 
on finding out what the mother thinks and feels, what her 
interests and problems are, and fits her teaching appropriately 
into these? 

Such situations need to be thought through further because 
the nurse's concept of her purpose may be h’miting the relation- 
ship between paa'ent and nurse and the progress which might 
be made — perhaps along important lines which the nurse does 
not yet know the family well enough to gh’mpse. The fact that 
sometimes the nurse is pursuing her own objective rather than 
the objective of both nurse and family helps to explain the diffi- 
culty of a nurse who, discouraged by failure to interest a family, 
asked her supervisor for ‘'more talUng points" to bring to bear 
on the mother- It seemed, in considering the difficulty, that the 
nurse’s better understanding of the mother as a person — her 
needs, strengths, and interests — would bring reality to the situ- 
ation, while giving more and stronger reasons in favor of what 
the nurse felt needed to be done would only make the predica- 
ment worse. 

A similar need to reconsider, together with a half-recognition 
of this necessity, lies in the words of the nurse who said of her 
work with a family that she had "run out of suggestions.” She 
had reached a dead end and was dimly aware that the road she 
had taken led nowhere. Possibly further study of the problem 
would have enabled her to see a way out, using the patient’s 
needs and circumstances as a guide rather than an obstacle to 
progress It is interesting and significant in this connection that 
our records, while they faithfully set down the nurse’s “repeated 
advice ’’ still do not always record the patient’s response to the 
advice' We certainly have very little time to write our records. 

Rut even so we find time to record what we or our agency thmks 
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is essential and it may be that we sometimes see our own activity 
as more important than the patient’s reaction. How does one 
know how to follow suit if one does not pay attention to what 
has been led? 

When we meet problems of resistance in the patient, success 
may seem improbable if by success we mean helping the patient 
to the full enjoyment of good health for himself and his family. 
However, professional success in such difficult situations may 
a)nsist in getting as accurate an understanding as possible of 
the limitations to progress. Extreme poverty, intellectual in- 
adequacy, outstanding personality problems — these constitute 
such limitations at the present time. We shall work more eco- 
nomically and have a sounder basis for the allocation of our 
time and endeavor in the light of our growing understanding of 
our preventive function if we accept the limitations imposed by 
circumstances. To some nurses this philosophy lacks force and 
courage. They would rather batter away at the obstacles. To 
some extent such determination may be a wolf in sheep’s cloth- 
ing -—perhaps an unrecognized desire to put oneself over in a 
given situation. It is true, however, that one cannot always be 
sure one has been accurate in estimating how far certain family 
or individual circumstances are ^'limiting.” Also, a saving point 
for those who find it hard to give up trying is the fact that 
much work may still remain to be done before w'e reach the 
limit. Sometimes a willingness to define in this way results in a 
discovery of possibilities instead of a decision to close the record. 
We ask ourselves once again, “What about that ‘hopeless’ 
family? Within the limits imposed by their individual and 
family circumstances, can any plan still be worked out?” 

We have come a long road toward a real acceptance of the 
patient and bis mode of life. Many of us can remember when 
records frequently bore the closing statement, “Case closed; 
patient uncooperative,” — in other words, the patient refused 
to be interested in our teaching or in doing what we wanted him 
to do. The burden of the failure was placed on the patient. The 
fallacy of this began to be recognized and, as a next step, we 
wrote in our records under similar circumstances, “Unable to 
gain the coop>cration of the patient.” Many of us were conscious 
of some artificiality in such a notation, but it was a step forward 
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to mclude ourselves in the situation. Perhaps we felt dissatisfied 
with the phrase because it oniy pretended to be objective, while 
m_ reality it retained much of the authoritativeness of the 
original statement and lacked its honesty. In writing it, we were 
saying that it had been impossible to bring the patient to an 
acceptance of health measures that we believed would be good 
for him and his family, but that we ourselves were somewhat 
at fault in not achieving this. It was still our own professional 
point of view and analysis of conditions that we wished the 
family to accept. “How can I get a better relationship with 
Mrs. X so that I can induce her to take better care of her baby?" 
is a familiar example of the way the nurse thought of the rela- 
tionship to the patient, primarily as a tool to be used in building 
according to her own blueprint. But today we seem to have 
reached a third phase in our relationship with patient and 
family. We are attempting to find out what it is that the patient 
wants from the nurse and what, because of his individual capa- 
bilities and situation, he will be able to use. It is /lis situation — 
his life ■ — and the nurse is beginning to accept this and to feel 
more secure In letting the patient take what he can of her in- 
formation and skill. Often his ability to take will increase as the 
relationship continues. 

Perhaps this is as far as one can go in “motivating” the pa- 
tient. New knowledge in itself may be exdling and stimulating 
to the patient and may give him an incentive to further eflfort. 
Although it really comes slowly, as the person becomes ready 
for it, new knowledge can seem like sudden new light by means 
of which the person sees previously unrelated things more clearly 
and then, with more confidence, can move forward. This only 
happens when information and facts are warmed to life by 
coming close to a need or feeling of the individual which means 
a great deal to him, even though this feeling may not seem im- 
portant to someone else. Actual interest in the patient's point of 
view and respect for it — not assumed respect as a device for 
sugar-coating her “message”— plus sound, appropriate health 
information based on available research, plus skill in bedside 
nursing, plus belief on the part of the nurse that her profes- 
sional purposes are of value gives us a working formula whii* 
includes the emotional aspects we have been considermg and 
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makes the patient feel that identification with the nurse is worth 

while. 

This is one of the most difficult and thought-provoking points 
in the application of mental health concepts to public health nurs- 
ing, and raises in some people^s minds an apparent conflict between 
the two. On the one hand, the community holds the nurse, among 
others, responsible for teaching health to people. Teaching 
health frequently must include, for example, the attempt to con- 
vince a patient that it is advisable for him to go to a sanatorium 
or in other ways radically to change the course of his life. Not 
only is the nurse held responsible for “progress” in many such 
instances, but pressure, sometimes political pressure, may be 
brought to bear on the organiaation of which she is a member 
to “show results.” On the other hand, the nurse is dealing with 
the complex lives of people. It is a question how far we may in- 
trude on them. Perhaps it is possible to reconcile the two points 
of view when we realize that our recognition of people’s com- 
plexity and the ways in which the nurse may relate to her patients 
and their health problems is just as literally pubHc health nurs- 
ing as the application of medical facts. 

The ways we have discussed of bridging the gap in the rela- 
tionship between patient and nurse are appropriate to the nurse 
who covers large areas and who sees her patients seldom, or for 
the most part in groups, as well as to the nurse who carries an 
urban case load. At some time in the future, rural areas will have 
a more adequate ratio of nurses to population so that the nurse 
will have more opportunity for individual work. However, all 
nurses, under whatever conditions they work, can ask them- 
selves, “What do I represent to the patient?” “What does this 
patient or group want?” and act on the answers they find to 
these questions. 

The development of a working relationship between nurse 
and patient may be a slow process, and for this reason rural 
nurses may have the advantage. Nothing hurries the turn of 
the seasons or the succession of the crops. Those who live or work 
in the country come to a useful realization that growth takes 
time. A mother seen by the nurse briefly and only once may come 
back to the nurse a year bter. The relationship may not have 
stood still meanwhile. The interest which finally brought the 
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moticr back to the nurse has been at work and may be strong 
enough now to result in acUon. What might have been only 
superimposed upon her be/ore is now a part of her. 

It is not easy to go sloivJy, to stop for thought, to be aware 
of our own reactions, to be willing to relate ourselves to the 
lives of others rather than to direct them. But increasingly we 
realize that this is the straight road to a working relationship 
with the patient. 


PART II «€- 

Working with the Individual Patient 

“It I have helped them and haven't understood how I have 
done it, I haven’t helped them very much,” said a psychiatrist 
in addressing a group of health workers. In other words, the 
professional worker seeks to use consciously and purposefully 
rather than “instinctively” such tools for working with other 
people as experience and study can place in bis hands. When our 
methods of work are clear, we are able to make an evaluation 
of progress, to describe our methods in discussion with other 
agencies and so reach a basis for cooperative effort with a family 
or project, and also we are able to teach other nurses who are 
young in the held. 

N’urses who have had opportunity for considerable academic 
work often say that they do not feel sure they can apply to the 
actual job what they have learned. There is some real basis for 
this feeling, in that appropriate field work is not always avail- 
able. Agencies and areas are only beginning to have enough nurse 
mental hygiene consultants, who, it is hoped, will little by little 
give us additional security in our work with people. General- 
ized supervisors, who are an essential link between administra- 
tion and specialized consultants on the one hand and stafi nurses 
on the other, are so overloaded with work that they cannot 
pve the necessary attention to the individual nurse, and they 
have not always had as much preparation as they would like 
in mental hygiene methods and skills. By degrees, however, 
better education, better organization, and better understanding 
of our professional needs are helping nurses to meet the prob- 
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lem of relating what we know to the needs and capacities of 
the persons we work with. 

What we sometimes fail to realize is that everyone — no 
matter how expert — feels somewhat inadequate when he tries to 
work perceptively with people. Probably this is a good thing, 
because if one could feel one “knew all the answers,” the need 
for a partnership of some kind — some degree of relationship 
with the patient — would not be so obvious. 

It seems to be generally true of nurses that we have a deep 
fear of making mistakes. It is easy to see how this began and 
why it has grown in some cases to hampering proportions. The 
young student nurse works in a setting where disability or pain 
or death threaten many of the patients whom she is nursing. 
Even though she is safely supervised, this has an impact on her 
and she does not always receive the kind of help that would let 
her understand, and accept as normal, reactions such as pity 
and fear. She has to be absolutely accurate in her nursing care, 
and always in the hospital setting of heightened tension. A 
little mistake — a momentary lapse — could lead to wrong medi- 
cation. We have spoken previously of the slow growth of a 
relationship, of the complicated nature of cause and effect. But 
in the hospital many procedures must be carried out stat., and 
cause and effect often seem immediate and simple. For example, 
the immediate use of oxygen may permit the patient to continue 
breathing. As a matter of fact, though many nurses are not aware 
of this, we are legally responsible for mistakes in nursing care, 
even though we have been cariying out physician’s orders. Most 
nurses are able to meet this demand and without too much ten- 
sion. But it influences us nevertheless. 

Later in her professional life the public health nurse also 
meets emergencies, though not all situations that seem to be 
emergent prove to be so. Each of us works as a member of a 
health team, but a baby or a hemorrhage or an accident will not 
always wait until the team can be collected. Sometimes the nurse 
has to make an immediate decision and take action as she did 
in her hospital days. In spite of the safeguards of standing 
orders and definite statements of agency policy, she must carry 
a heavy responsibility. Many people, including most parents, 
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encounter such emergencies, and must cope with them as best 
they can and endure them. But when the nurse is at hand or 
mtbin reach, eve/yone, including the nurse, feels that she should 
know what to do.” Since the weight of responsibility is so great 
and the tempo at which she often works is so swift, it is not 
strange that in some instances she has found it hard to go more 
slowly and discriminatingly and has felt uneasy about her ability 
to do so, and about her methods. 

Mental hygiene, however, would never be of any use in a 
vacuum. Knowledge of human behavior is useful only when if 
is “hitched” to everyday life, to other specialized knowledge, 
to organization and administration. Far from feeling insecure 
because there are new materials and skills to be learned, the 
nurse can gain steadiness through the realization that she al* 
ready possesses information and skills so valid that new con- 
cepts and methods as they are acquired can strengthen and en- 
liven rather than replace what she already knows. This is not 
to say that we do not have to re-ezamlne our professional in- 
formation constantly to correct it as new developments become 
known, or as we recognize that through personal bias we may 
be hanging on to a favorite bit of health teaching material that 
is DO longer useful. 

THINKING THE SITUATION THROUGH 

It would help us to attain added security and success if we 
could develop a more consistent method of approach to our 
problems whether these have to do with an individual patient, 
with a family or other group, or with a community project. In 
the old days, “approach” meant to us the various appropriate 
ways in which we might best make contact with the patient. 
Now we are seeing that it applies also to problem-solving. A 
clearer approach to our problems in generalgputs all our work 
on a firmer basis, because we can think through afterwards what 
has been done, and explain it when need be. Much of the pre- 
vious material has had to do with catching the feeling tone of 
a situation, and we have discussed the dangers of working and 
teaching only on “the intellectual lev^” However, we would 
all agree that careful, disciplined thmking is essential. 
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When we approach any situation we have in our possession 
a certain amount, often a considerable amount, of knowledge, 
skill, and experience. This consists of bedside techniques, knowl- 
edge of illness in general and of specific illnesses, material re- 
garding health in general and ways of promoting it, a growing 
body of knowledge of family relationships and child develop- 
ment; often, too, knowledge of administration and community 
organization, and certainly of community resources. We might 
call this body of knowledge and experience our professional 
“backlog,” or what is usually known as a “frame of reference.” 
We cannot have all this information in mind at any given mo- 
ment; nevertheless it is on call when needed, or we know where 
we can secure it. This body of knowledge is as little as possible 
contaminated by partly-understood information or by residuals 
of personal ways of doing and thinking of whose origin we are 
only dimly aware. 

This backlog consists In a knowledge of what is “normal,” 
as we currently see it, for our society. We are able, without 
applying too rigid standards, to compare the given patient and 
family or other professional situation with a norm. For example, 
it is considered “normal” for a biological family to consist of 
a father, a mother, and their children. If the family is not made 
up in this way, we take note of it, and of its possible meaning 
in the particular instance. 

Similarly, we know from experience something of what a 
“normal” relationship between patient and nurse is like and, 
within the range of individual difierences, something about the 
rate of movement we can expect If, for example, after we have 
known over a period of some weeks a patient who is a married 
woman and she has said little or nothing about her husband, we 
take note of the possible significance of this, since as we com- 
pare this behavior with our backlog of experience in a contact 
of this length, thtsomission is not usual, and suggests difficulty 
where her husband is concerned. 

As we enter a situation and try to establish in our minds a 
working diagnosis of basic factors and patterns so that we may 
fit ourselves into them, we try first to sec the broadest, most 
pervasive factor in the situation, and to apply to it the general 
information we already have. 
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For eample, it had been established in conference in a nnrs- 
mg agency that an adolescent girl, aged fourteen, was the only 
person in a household who could be taught to give an insulin 
nypodermic to a mother unable to give this to herseJf. It was 
finally decided to give her this responsibility. It is true that this 
girl was known to have considerable ability. But in considering 
the problem of giving responsibility to an adolescent, the nurse 
does not base her decision only on an evaluation of his character. 
She first thinks to herself, “What do I know about adolescents 
in general and about the assets and liabilities of this age group?” 
She finds that she knows a great deal about them and her knowl- 
edge is useful at this point. She knows that children of this age 
cannot maintain themselves at the peak of their maturity — that 
sometimes they act like adults and at others revert to 
behavior and that this swing is unpredictable. She also knows that 
the adolescent is beginning to grow away from the authority 
of the parent while at the same time needing the protection of 
the parent very much. At some time in the future a son or daugh- 
ter may find it necessary to reverse the roles of parent and child 
completely and take care of the parent; but usually this time has 
not yet come at adolescence. In making a mother dependent on an 
adolescent daughter for insulin injections we consider whether 
we are forcing this change of roles upon her in a harmful way. 
We also know that adolescents are far from sure of themselves, 
and yet we are about to ask a young adolescent to have the poise 
and controlled manual skill to insert a needle and give the medi- 


cation. Some of us remember that it was not easy for us to give 
our first hypodermic though we were older than this child. She 
may be afraid of hurting her mother; she may even have the 
anxiety that comes from unconsciously wanting to hurt her and 
having to suppress her feehng because in our society it is for- 
bidden to “attack” one’s parents. On the other hand, adolescents 
like to accomplish seemingly difficult feats and to gain the satis- 
faction of behaving in an adult manner. Also, they still can be 
helped and strongly supported by an adult who understands 
their difficulties and respects thdr growth. Most nurses know 
this and more about adolescents; they only need to pull their 
information together. And this is what the nurse did with regard 
to the particular adolescent referred to above. 
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The next step in the process of making a working diagnosis 
is the “sizing up” of the specific patient and family situation 
and, as we know, no two are exactly alike. We realize that we 
can never generalize about any situation. We must evaluate 
each one on its own merits by observing and listening. At the 
same time that we are observing, we are, by taking purposeful 
thought, putting together the pieces of what we see and hear 
and noting the significance of omissions. We realize that all 
this may well have a meaning for our professional eyes and ears 
that is not apparent to the patient who is so closely involved. 
When a tentative picture of the particular patient and family is 
gradually put together in our minds, it is unique, not entirely 
like that of any other individual or family. 

It is not enough in solving a jigsaw puzzle merely to lay as 
many pieces as we can find face up on the table. A picture has 
certain emphasized features, perhaps a central figure that shows 
up almost at once and that suggests what bits belong together. 
So it is with the picture of the patient or the family. We can say, 
on the basis of the general information we have at our disposal 
plus the specific observations we have made, that the patient’s 
situation has a jocus, which our thinking tells us may change 
but which we must see clearly if we are to respond with appro- 
priate nursing care or teaching. Otherwise, we may have a par- 
tial view of the problem and miss the meaning of the total 
situaUoQ. 

A young mother whose husband was away in the Army showed 
great concern about certain physical symptoms in her baby, and 
also about bis rate of development. Several physicians and also 
a psychologist examined the baby as he grew older. Somehow 
the result of the physical examinations was not made clear to 
the mother, nor was the normality of the child’s development 
as revealed by psychological testing. Yet, since this mother’s 
anxiety — much of it justified under the circumstances — was ap- 
parent, it would have been possible to sec that this was the 
underlying cause of the family problem and, as such, the major 
concern of the nurse. In thinking this situation over later, it 
seemed to the nurse that she could have helped to strengthen the 
mother’s tie to a reliable physician or clinic of her own choosing, 
and could then have assisted her to pull together and understand 
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the medical care recommended. As it was, tie situation was un- 
used and was vague and dissatisfying to nurse and mother. 

All this goes to show that the nurse has a responsibility to 
make a working diagnosis of patient and of family, as individuals 
in relation to each other and their environment. Some of us 
have shied away from this responsibility and it is easy to see why 
this IS so. Illedicai diagnosis belongs to the province of the 
physician and we know from our first day as a student that the 
nurse does not "diagnose." In hospital training not all of us 
were helped to see that the nurse can make an estimate of the 
patient and his situation and needs to do so. \Ve may perhaps 
have acquired the idea that social workers were equipped to 
make such social diagnoses but that we were not It is true that 
the more knowledge of human behavior we have, the more skill 
in working with people we can acquire and the more reliable 
our thinking will be. Nevertheless, a conscious attempt to arrive 
at a working diagnosis of the patient’s situation is safer and 
more practical than cloaking from ourselves the evaluation we 
inevitably make. 

The following illustration shows how the use of our backlog 
of information and the study of the specihc factors can bring 
a situation Into focus: 


A nurse had been going into a borne for two weeks giving cate to an 
ddcriy Italian whose diagnosis was inopeiaWe carcinoma of the rectum. 
Medical orders included general care, cod-liver oil ointment to decubitus 
areas, and medication for restlessness and for severe pain. The patient was 
incontinent. His condition was very poor and it was not expected that 
he could live longer than a few weeks. 

The home was a third floor apartment in a tenement area of the city. 
It was adequately furnished and was kept immaculate by Rose, the daughter. 

The patient’s wife had died ten years previously, also of carcinoma. The 
patient was a retired foreman, living on a pension, proud of the work he 
had done and of his long and faithful association with bis church. The 
daughter, Rose, the only other member of the household, was described as 
an attractive unmarried woman about forty years old. (The nurse also 
described her as an “old maid” with the verbal explanation that she did 
not think of all unmarried women of forty as belonging in this category.) 
She gave instruction in metal work in the home to add to family finanres 
but was unable to do this at the time because of her father’s illness. Of 
the relationship between Rose and her father the nurse said, “Daughter 
seems determined to see her father throng to the end though 
care of him. Tension noted between patioit and Rose. VN feels that the 
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patient should receive daily care from the nurse. At first nurse tried to 
make some plan for care by the daughter during the rest of the day but 
due to poor prognosis, tension between patient and daughter and daughter’s 
failure to take responsibility, nurse has not pressed this point.” 

The nurse further explains the patient’s attitude as follows: He had 
not been told that be had carcinoma but had expressed to the nurse his 
feeling that he coidd not be cured. He seemed to long for the end. He had 
little mon^ left from his earnings and asked the nurse anxiously whether 
they could be thrown out on the street. He told the nurse of dreams in 
which the daughter was unkind to him. It seemed to the nurse that while 
the tension between the two was realistic enough, the patient was irra- 
tional at times. 

With regard to the care given by the daughter the nurse said, “Daugh- 
ter says she gives constant care to patient but nurse belie^’cs she does very 
little but feed him and give bedpan. She has been known to leave patient 
on bedpan aU nighL She was very lax about giving medication other than 
narcotics and has ignored VN’s instructions to turn patient from side to 
side to prevent further breakdown around sacrum. She found bed care 
difficult to give. Daughter states she does not go near patient any more 
than is absolutely necessary because it upsets patient and herself. A friend 
comes in sometimes during the o'ening and gives partial care.” 

This situation shows the danger of making a partial, or too 
superficial, working diagnosis of what we see and hear. We may 
say, for example, as was said in the staff conference where this 
case was discussed, that a poor father-daughter relationship 
existed. This is true, but it does not go far enou^. Again, it 
could be said that the daughter was a repressed individual who 
was embarrassed by the type of nursing care necessary. This 
seems to be true, too, but agmn it is a partial explaimtioa. 

A suggested focusing of this case, built on information we 
possess plus observations in the particular home, is as follows. 
We seem to have here not merely a poor father-daughter rela- 
tionship, but something much more basic — a father-daughter 
relationship in general, some aspects of which were normal and 
some abnormal. An age-old law of society forbids physical in- 
timacies between father and daughter. This prohibition is bred 
in our bones and cannot be entirely forgotten even under ex- 
tenuating circumstances such as the need for nursing care. As 
a result many women, especially those not trained as nurses, will 
have difficulty in giving intimate physical care to their fathers. 
The case of Rose has been discussed with many nurses. About 
half of them thought they would have difficulty in giving such 
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care as was required of Rose to their own fathers. In other 
words, part of the difficulty in this home is based on a normal 
reaction on the part of the daughter, inherent in every father- 
daughter relationship. 

This situation also shows us that the nurse was in some diffi- 
culty because of her own emotional reactions to what she had 
seen and heard. With her thinking coJored by her concern for 
the patient and her dismay at the daughter’s altitude, it was 
hard for her to see that the daughter, with all her possible 
faults, was actually in a very difficult position. Had she thought 
through to that fact, she could have said to Rose, “I can imagine 
that you may be embarrassed at having to care for your father. 
What parts of the care can you do, and which do you find you 
cannot do?" It seems reasonable to think that planning the ef- 
forts of the nurse, Rose, and the neighbor could have followed; 
that some of the unhappy realization that she was not giving 
good care to her father could have been lifted! from the daugh- 
ter, perhaps even with a lessening of the tension between the 
two. It can be seen that if this had been a patient with a long- 
term rather than a terminal illness, it would have been even 
more important for the nurse to understand and focus the situa- 
tion in some such way. 

An additional point that can be noted from the above illustra- 
tion is the importance of recognizing the strengths an individual 
or situation may have. Some of Rose’s difficulty in caring for her 
father is "normal," for instance. Also she is a woman of some 
talent, and an attractive one, too, to name the assets that are 
most obvious. It is interesting that as we begin to gain some skill 
in analyzing situations, it is first the weaknesses and abnormali- 
ties that seem to stand out rather than the strengths. This 


tendency is not limited to nurses. Helen Harris Perlman says, 
in an article on teaching psychiatric social work, that the social 
diagnosis (or wha£ we have caffed the frori/ng diagnosis) “Is 
the study and appraisal of those factors in the individual s 
social situation which affect or can be used to affect treatmwt, 
and of those adjustments and adaptations by the individual him- 
self which bespeak the health and strength in him.” Such a 
positive approach, she continues, “is needed to counterbalance 
the tendency which grows in the student, as he delves deeper 
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into psychiatric literature, to recognize only the pathology of 
the individual.” There are several reasons why it is easy for us 
to note weaknesses and difficulties in our appraisal of a situation. 
For one thing, history shows that medicine has been developed 
through the study of the abnormal. Our association with medi- 
cine naturally leads us to look for signs of ill health as the first 
step toward promoting health. For another thing, we may not 
yet have entirely sorted out in our minds what is “right” morally 
or desirable professionally from what is “strong” in that it re- 
veals the potentials of a particular individual. For example, it may 
be hard to realize that marked hostility to the nurse on the part 
of the patient can be an evidence of the strength of his person- 
ality, even though this resistance hinders at first the establishment 
of a helpful relationship with him. At least, it shows that he can 
gather himself together and follow his own course of action. 


OBSERVING 

“Observing,” “listening,” and “responding” are skills which 
all feed into the thoughtful process of problem-solving, and are 
the means, other than bedside procedures, by which the nurse 
keeps in contact with the patient. They have been described so 
well by Annette Garrett, in her book Interviewing: Its Principles 
and Methods*^ that they need be discussed here only as they 
relate specifically to the work of nurses. Each of the three skills 
will be considered separately, though actually all take place 
concurrently. 

Nurses are trained observers of bodily symptoms. In the early 
days they were particularly concerned with symptoms of illness, 
but recently they have also acquired the ability to observe the 
signs that mean health and vitality, both those which are there 
for us to see over a period of lime, such as the nutritional state, 
and those which we must catch as they come and go as, for in- 
stance, the way a person moves or his gestures. Because each of 
us was originally trained to note and to report symptoms, rather 
than to interpret them diagnostically, we have an extraordinar- 
ily good start on objective evaluation. As a result, there is less 
chance that we shall try to interpret what behavior means before 
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we really have observed it. As we develop our skill in observing 
more and more of the patient’s behavior becomes significant for 


The professional worker is unconsciously selective in what 
he sees and fails to see, and no one can observe, remember, and 
r^ord all there is to be seen. Even so, we can still fill in the 
picture with more detail than we sometimes do. What, for ex- 
ample, is the basis for the “hunches” that we have about people 
and that the experienced nurse as well as the experienced physi- 
cian often finds to be accurate? This clinical sense in many in- 
stances derives from half-remembered details in the behavior of 
the patient which the professional person has put together in 
his mind without being fully aware of doing so. If we are more 
observant of these details at the time they occur, our clinical 
hunches become reliable sources of information and we escape 
the danger 0/ unconsciously identifying a patient with someone 
else, Just because the two are vaguely similar, and thus missing 
his unique quality. 

The meaning of the patient’s behavior is often quite obvious. 
When a mother continues her ironing during the nurse’s visit 
or does not offer her a chair, the nurse can usually take it to 
mean that she is unwelcome. One mother had a way of talking 
baby-talk loudly to her baby when the nurse approached a cer- 
tain subject, a hint that the subject was painful to her which 
warned the nurse to go slowly at this point. Other behavior is 
less easy to interpret. One mother, who had been unable to pay 
the nurse for a formula demonstration, did pay her in full on the 
next visit. She did not attend child health conference as she had 
agreed to do, and when the nurse next visited the home she 
was not admitted. The nurse realized then the real reason why 
the fee had been paid — she had quite literally been paid off and 
her services were not wanted. 

Not only what the patient does, but when he does it comes 
to be important to the nurse. Experience shows that the patient’s 
behavior at the beginning and at the close of the contact is 
often revealing. For example, does the patient who comes to 
clinic settle in easily, opening bis coat and greeting the st^ 
readily, or does he guard himself and his possessions stiffly? It 
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is easy to see that either type of behavior is symbolic of the 
way the patient feek in the situation. 

We are beginning to see that what the patient does next is all- 
important to our contact of the moment and our ultimate grasp 
of the situation. In every contact we have cause and effect op- 
erating, a process going on; there is a close relation between 
what has just been smd by patient or nurse and what the patient 
says or does next. It seems inevitable that sooner or later our 
records will be written so as to reflect this process more ac- 
curately. 

It is difficult for us to imderstand a patient when we see him 
only at moments of crisis. Is his behavior at such a time char- 
acteristic, or is it an exaggerated response to a highly charged 
emotional situation? We can only answer that question if we 
have seen him when his life is normal and he is behaving in his 
customary, everyday way. Our own behavior, too, is affected by 
emotional strain. If we are upset or disturbed, our first impres- 
sion of a padent may be colored by our own feelings and our 
idea of him may become fixed or distorted. 

Often, if we reread our records, we find comments that show 
unrealized bias in our observation. A very skilled nurse was 
helping a family and the physician to arrange hospitalization for 
a yoimg mother who had become psychotic during her post- 
partum period. She said on the record that the family was “sur- 
prisingly unemotional” over the illness and the necessary com- 
mitment. Yet the patient’s parents and an aunt were helping in 
the home, the husband was taking responsibility well, they had 
asked for and were using the help of the nurse, they were gentle 
and kind with the patient. However, they were not going to 
pieces themselves. The nurse, on thinking this o%'er, said that 
either she had become accustomed to excitable, uncontrolled 
behavior in the area where she worked, or that she herself still 
felt without realizing it that such hospitalization was a tragedy, 
and so had expected uncontrolled behavior on the part of the 
family. Recently a psychiatrist who had been treating a small 
child through play therapy said in staff meeting that the child 
was working out some “fascinating” phantasies in his play. The 
distinguished psychiatrist who was leading the discussion later 
came back to this statement and asked why those phantasies were 
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particularly fascinating. It was hard then to explain on any ac- 
ceptable basis why those aspects of the child’s behavior were of 
any more interest than others. We all have some such personal 
bias. It is “fascinating” to see it in ourselves and to learn to 
guard against it. 

We are learning to be more exact in observing the behavior of 
the patient who is a puzzle to us. When a nurse writes on her 
record, “hfother is a very strange woman,” she is unequipped 
for her next meeting with this patient, and anyone else who reads 
the record is in the dark, for behavior that is “strange” to one 
nurse may be commonplace to another. One record states, with 
regard to a situation in which nurse and mother were not de- 
veloping a working relationship, that the nurse “cannot make 
out the mother’s attitude and what kind of person she really is.” 
Perhaps this nurse was wise to be puzzled. On the other hand, 
perhaps she could have helped herself by further careful obser- 
vation: How does the patient look in terms of the signs and symp- 
toms of health which we well know; how does she dress; how 
does she take care of herself and is this appropriate; how does 
she move when she lies, sits, stands, or walks; what is the rate, 
amount, and kind of motion; how does she act in relation to the 
physical environment, in relation to the people about her? We 
may find that such observable facts are new pieces to be fitted 
into our puzzle. 

We now realize how important it is to observe relationships 
with other people. The way in which two or more people in a 
family get on together is as significant as the particular role each 
assumes as an individual. The muscular tension of a young 
mother may make it difficult for her to feed her baby and this 
in turn makes it difficult for the baby to eat. In this way a spiral- 


ing difficulty is set up in the relationship between mother and 
baby which the nurse can see and in which she may be able to 
intervene. Years ago, when this book was first written, the im- 
portance of the “key person” in a family was emphasized. Al- 
though some one person in the family is usually the individual 
whom the nurse knows best, we no longer give all our attention 
and effort to understanding and helping him, no matter how 
significant the role he seems to play in the family. Now we are 
coming to realize that all individuals in a group such as the 
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family strengthen or weaken one another and that if we are to 
understand the individual we must observe the family as a whole 
and the interaction among the members. Perhaps we first began 
to understand this when we recognized the difficulties and op- 
portunities facing children in the same family and realized that 
we must see these children not only as individuals, but in rela- 
tion to one another. 

Another area of observation is especially important to our 
preventive function. This is the growth and development of 
babies and small children, again not only as individuals but in 
relation to other people who surround them closely. Our back- 
log or frame of reference is important here, and we either have, 
or must somehow acquire, the most accurate, careful, and specific 
data currently available on the ways in which babies and chil- 
dren develop — both physiologically and in the allied consecutive 
phases of their need for and relation to other people. Few of us 
have sufficient information of this kind though we realize we 
could use it many times a day. Not many courses offered us in 
child development give us adequate technical material relative 
to physiological and psychological growth. We already have an 
excellent basis on which to build, as shown by our developmental 
histories of infants, which are often invaluable and may be the 
only objective record of the individual at that age. Their use- 
fulness has been proved again and again in case conferences 
among agencies. Our work with infants and children is an area 
into which much of our nursing time goes, and one in which our 
observation could be greatly strengthened by further preparation. 

listening 

To the nurse “listening” is a familiar activity, for many people 
have felt a need to tell her their problems or their interests and 
plans. But it is also a skill, and the nurse is learning that she 
can make it professionally purposeful without losing any of the 
friendly sympathy that makes her so easy to talk to. One super- 
visor said of a nurse that she listened with “sympathetic reality.” 

People may talk to us because they need the relief or satisfac- 
tion that comes from sharing fears and anxieties or successes 
with an accepting person, who is not part of their situation yet 
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understands what they arc talking about. We realize that the 
patjent at sudi a time is not seeking advice from us and that it 
IS quite possible to listen without offering advice. Also we have 
learned that it is not “good” for aii patients to talk to us in this 
way. A patient who has built up an unhealthy point of view as 
a defense against his difficulties may want to state it to the nurse 
again and again, using her as a sort of sounding board in order 
to strengfien his convicu’ons. We saw an example of this in a 
previous illustration when the nurse was expected to listen to 
a man and wife who tried to out-talk each other. We have 
learned not to batter down such defenses since the patient may 
have no better ones at the time, but we have also learned not to 
let the talk go on too long. Patients often talk to us volubly 
because they are avoiding a subject that is important to them but 
that they fear to touch upon. In such instances we try to “wait 
it out” quietly, knowing that often there will come a pause, 
followed by some briefer indication of the real difficulty. 

We have known instances when patients have told us more 
than they expected to tel) us and have regretted this later when 
they were calmer. Then they may feel embarrassed with the 
nurse and reject her because they consider that she knows too 
much about them. We have learned to block off such confidences, 
or at least to help the patient to understand that we are glad to 
listen, but only if he really wants to tell us. 

"When we have listened to a patient who has talked very 
freely to us, the question may arise whether we have a right to 
use this material. Perhaps the patient has said, “I am telling 
this to you, not because you are the nurse, but because you un- 
derstand the situation as a friend; you see what goes on." Such 
a remark from the patient may mean that he is really beginning 
to sense the non-judgmental attitude of the nurse and is no 
longer thinking of her as representing authority. Probably we 
cannot expect the patient to have a clear idea of the professional 
limits of a relationship and it will only confuse him at Ais 
point if we try to explain to him the difference between being 
“just a friend” and being a friendly nurse. So, if it seems wise, 
we hear him out, believing we can do so with integrity because 
we shall use this material to gsun a better understanding of the 
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situation ourselves and to lead the patient to a gradual realiza- 
tion of the function of the nurse. 

Some nurses are in considerable conflict about recording ma- 
terial which the patient has labeled confidential in this way. 
If we keep adequate records so that this more bizarre material 
does not stand out startingly against a meager background, 
and if our records are safeguarded according to professional 
standards, most agencies expect such material to be recorded. 
It belongs to the agency, not to the nurse. If we hesitate to 
record material even when records are properly guarded by the 
agency, it may be that we do think of the patient’s confidence as 
a personal gift which we do not want to surrender. 

It may happen that a nurse tries to block ofl confidences that 
are painful to the patient because she, too, has had painful ex- 
periences, perhaps somewhat similar ones, and has not yet 
learned to fit those experiences into her life and to use and ac- 
cept them. \Vhen she gains better perspective she no longer 
needs to guard herself against hearing and seeing the troubles of 
others and, without developing the “shell” of which we are 
sometimes accused, can combine her own growing steadiness and 
understanding of life with sjonpathy for the patient. As Dr. 
Lemkau put it in talking to a group, “The nurse is not always 
the lucky possessor of fancy techniques but is secure enough so 
that she can listen to the emotional problems of others.” 

A great deal is said about “respect” for individuals, and about 
the manner in which we should listen if we have such respect. The 
word “manner” is used advisedly because sometimes “respect” 
is confused with “politeness” based on social custom. For ex- 
ample, one may listen to a much older person “respectfully” 
without interrupting or giving any sign of heing uninterested 
because we have been taught from childhood that this is the 
thing to do. With a friend of our own age, we may “listen” with- 
out interruption but may really be thinking of the much better 
story or experience with which we shall soon cap what he is say- 
ing. Or we may wait until we have a chance to repeat our point 
without being influenced by what our friend has said in the 
meantime. Other people do the same thing to us. Sometimes it 
seems that it is the rare person who has the kindness, security, 
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and interest in others to let his own needs for expression go till 
another day while he really listens to what a friend wants to 
say. Many times we do not listen with “respect" for the indi- 
vidual in any vital sense. 


At times this is because it is difficult to get past the stereo- 
tj^e of the first impression. An unkempt woman working in a 
disordered kitchen may mean one kind of person to us; a woman 
scolding a child may mean to us a certain kind of individual; a 
foreign-bom man, from a culture where speech and gesture seem 
more violent and explosive than ours, may fall into another 
familiar category. But as we listen to these people talk and watch 
them, their individual personalities begin to appear, though 
their ways of behaving, thinking, and getting along with people 
are perhaps quite different from those to which we are accus- 
tomed. As a professional group we no longer seem to need fre- 
quent warnings against too direct questioning of patients in 
order to get material on records promptly and completely. We 
have outlived the days when it was appropriate to caution us 
about the importance of listening to the patient. However, some 
of us have yet to experience the full satisfaction and interest of 
seeing the special personality of the patient emerge as we observe 
and listen. We know the importance of respect for “the rights 
of man.'' In our day-by-day work we may find that respect for 
individuals and groups is even more compelling as their ways of 
behaving become slowly clearer to us, and as we learn to appre- 
ciate their uniqueness. 

On the other hand, the nurse may represent a stereotype to 
the patient, and be identified by him with some previous experi- 
ence. When the nurse is confronted with the reaction of the 
woman who opens the door to her, in whose living room or 
kitchen she sits, or whom she meets at clinic, it may be difficult 
for her to understand that the patient’s behavior is a response 
not only to the immediate situation but to other similar past 
situations, whether remembered or not. Built into her reactions 
are happy or unhappy experiences with people in this country 
or in the culture of another country, fulfillments or frustrations, 
and family relationships that have led to the growth or deteriora- 
tion of her personality. She may be cordial or suspicious, inter- 
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took place prematurely without medical attention or the prepara- 
uon of supplies. ^ ^ 

The nurse then went into the home to give needed bedside care 
o mother and baby, a physician having been called foWowing 
delivery. The record states that the patient “resisted everything 
which the nurse wanted to do for her” and that the nurse felt 
no progress could be made under existing circumstances. 

Presently the local factory reopened and the man was re- 
employed. Family tension was immediately eased. The nurse 
found herself more acceptable since she was no longer linked 
in the minds of the parents with an unkind authority. Tie record 
shows that the mother obtained a postpartum examination and 
in other ways welcomed the services of the nurse. 

This is an ordinary enough tale, cited partly because the files 
of every nurse contain its counterpart at almost every point. With 
this family as with many others, the nursing function was 
hampered by the emotional reactions of the parents established 
over a period of years. As often happens, the final acceptance of 
the nurse by the family came about apparently through a cir- 
cumstance controlled In this instance neither by family nor 
by nurse — the re'employroent of the father. Sometimes, when 
progress is due to a factor the nurse has not helped to introduce, 
she feels deflated because the improvement “would have hap- 
pened anyway,'' but in this instance the nurse took advantage of 
the altered circumstances. The main interest of this story, how- 
ever, lies in the probability that the relationship had littie or 
nothing to do with the approach used by the nurse. She was un- 
welcome because she offered antepartum care for a pregnancy 
that was undesired and because she was identified with the relief 
agency and thus with the parents’ unanalyzed misery over their 
situation. She represented adverse authority in spite of herself, 
and everything she said was rejected in early contacts. Baffled 
and exasperated as she was, the nurse was able to recognize and 
accept the factors that underlay the family’s reactions. 

The fact that professional workers have seen the relief that 
patients gain from talking to them and the ability to reorganize 
themselves that sometimes comes as a result, has led in years 
only recently past to some pecuUar ideas about the technique 
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of listening. For instance, it was thought desirable and possible 
almost to blank oneself out of the picture as one listened. 
There have been various overinterpretations of this “passive 
technique.” Realistically, however, the nurse is part of the pic- 
ture. If she tries to eliminate herself, it is possible that the 
patient will interpret her attempt at psychic withdrawal as lack 
of interest and therefore as rejection. We have learned to control 
dismay, or too much sympathy and pleasure, as we listen. But 
on the other hand, we need not be afraid to let our warmth and 
interest be obvious. 

As a matter of fact, while we are listening quietly or as we 
carry out nursing procedures, we are really accomplishing a com- 
plicated mental process. With no lessening of interest in what 
the patient is saying at the moment, the nurse is observing him 
carefully as he talks, noting what part of the material comes 
easily and what comes after pauses or with difficulty; what the 
patient does not say but which the nurse knows from experience 
many people would say in that connection; what subjects seem 
to follow one another in the patient’s talk and why these subjects 
seem to be related in the patient’s mind; whether what the pa- 
tient says seems realisUc in the light of what the nurse knows 
about the situation or whether the patient seems to be taking 
refuge in any of the other dynamisms of behavior that are in- 
creasingly familiar to us. For example, he may be denying an 
obvious fact or emotional reaction, or projecting his own feel- 
ings onto another person. At the same time the nurse is con- 
stantly aware of the “what-happened-next” aspects of the visit. 
When the visit is over, she finds that it takes no feat of memory 
to remember what happened during the visit because this co- 
ordinated, cause-and-effect observation and listening has recover- 
able consecutiveness. The events of the visit bang together. They 
can be picked up and wound or unwound like a ball of yam. A 
verbatim memory is not required — only a way of working that, 
with time and practice, becomes habitual. We cannot always know 
■why a patient said a certain thing during a visit or in a group, 
but we can know at what point he said it — what was said or what 
happened before or after — and so preserve the part that puzzles 
us for further study and for cUrificalion when we know the 
situation better. 
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RESPONDING 

Responding seems to be of most concern to nurses at the 
present time because it is a still about which we fed less secure 
than about observing and listening. Many of us feel that re- 
sponding is synonymous with “interviewing tecbaiques” and that 
here our preparation has not been adequate. Although we have 
outlived the days when we expected to have a set of rules for 
understanding human behavior in general, it may be that some 
of us are in this phase when it comes to appropriate response. 
We sometimes want help in knowing exactly what we shall say 
to patients in a face-to-face situation because our training 
makes us alert to the danger of making mistakes and harming 
the patient and so we are afraid we shall say the wrong thing. 

No ready-made tool will help us to use this skill — no phrase 
book of appropriate responses. The response to be made — the 
comment or the answer to a question — depends on all the other 
skills and attitudes discussed, some of which are summarized 
here: the nurse’s understanding of the dynamics of behavior — 
that the patient has conflicts not clear to himself and because 
of them has built up various defenses which enable him to get 
along more comfortably; the use of her bacldog of professional 
information and experience; her knowledge of the specific situa- 
tion; her attempt to think it through and to focus it; her evalua- 
tion of the patient’s strengths and weaknesses; and her aware- 
ness of her own feelings and reactions. If our fear of “saying 
the wrong thing” is based on the realization that we do not 
habitually take into consideration all these factors when we visit 
a patient, our unease is logical enough, but it is a helpful kind of 
fear in that it may make us work with increasing thoughtfulness. 

There is probably no one right way of saying things under 
ail circumstances. There is no doubt that people can misunder- 
stand one another’s use of certain words. We all have sat in 
staff meetings or inteTagency coaferences where we seemed to 
bog down in definitions of terms. Probably we would agree, how- 
ever, that the better our basic understanding of one another, 
and the clearer our common purpose, the more easily we find 
words that are clear and satisfactory to everyone, whether in 
staff conference or during a visit to a patient. 
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One rural public health nurse had been brought up in a family 
where the phrase “cunning little monkey” as applied to a baby 
was a term of affection and admiration. When this nurse used 
the words to describe a baby in a home she was visiting for the 
first time, she was startled to find that the mother resented it 
and felt insulted. The nurse realked she had said the wrong 
thing and it was difficult to iron out the misunderstanding. 

In a clinic situation, a physician and nurse were working with 
a patient whom they did not yet know well and who later proved 
to be very neurotic. The physician said, “We want to be sure to 
check the blood pressure,” Actually, the apparatus had been re- 
moved to another cubicle and the physician was reminding the 
nurse to have it in readiness before the close of the examination. 
The patient, however, seized upon this comment and on later 
clinic visits expressed anxiety about her blood pressure, which 
was normal and which had caused her no concern previously. 
This is allied to the anxiety experienced by even well-adjusted 
patients who overheat or think they overhear a comment on 
their condition not meant for their ears. All of us can cite examples 
of words that we or others have used with unfortunate results. 

By and large, however, an aside like the above does not begin 
to have the importance of a verbal response that is "right” or 
“wrong” because of the nature of the feeling or understanding 
behind it. In fact, although two different people may use exactly 
the same words to another individual, from one the words will 
be acceptable and helpful, while from the other they may seem 
blunt and startling. Our verbalizations depend somewhat on 
our own personalities. Some nurses are outgoing and quite direct 
in what they say. Others are more retiring and more cautious in 
speech. Since we no longer Insist that all bedside procedures 
shall be done in exactly the same way, provided that the comfort 
and safety of the patient are assured, it would seem logical to 
realize that we need not all make verbal responses in the same 
way, so long as each one is disciplined and purposeful in making 
her responses. 

Again, though we hope not to make too many mistakes in 
talking with people, we can bear in mind that human beings arc 
resilient and arc not usually injured to any alarming extent by 
something we say that later seems to have been unwise. If that 
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psychiatrists and social 
workers by which, as students, they are atone with a patient in 
an interview, would be too dangerous to be justifiable. Here 
again, iowever, we have the complexities of our function to 
consider. On the one hand, as we work with a tense young mother 
who is telling us her feelings about her baby, there is no formula 
for our verbal response; but if we are showing that same mother 
how to measure and give a medication which the physician has 
left for that baby, we are and must be absolutely exact. Is it any 
wonder that the first skill may seem “vague” to us in contrast 
to the other; or that both may seem to require similar precision 
because we feel lack of precision will leave a bad effect in any 
situation? 


When she gives nursing care in the form of prescribed pro- 
cedures, though the nurse must use her judgment, still she knows 
she must take responsibility for carrying out the procedure if it 
is at all possible to do so. On the other hand, situations which 
do not involve specific nursing care can go fast or slowly as the 
case may be, and depend less for their tempo on the active initia- 
tive of the nurse. As we think this through further, it seems clear 
that while we are called upon to work in different ways in dif- 
ferent situations, no actual disparity of method exists but rather 
a need to suit the method to the situation that confronts us. The 
apparent disparity has influenced us in the past. However, less 
and less do we feel now that we are functioning differently on 
the days when we say to ourselves, “Today I am going to do 
‘health supervision’ ” irom the days on which many public health 
nurses have a schedule of bedside care. 

Soon the importance of this “split” may fade away as did one 
that previously puzzled us: is the nurse two different people, one 
the professional person on duty, and the other the personal self 
off duty? Now the nurse realizes that she is one person, behav- 
ing appropriately in different situations. 

If there is any one aspect of our contact with patients that can 
safeguard our verbal response, or endanger it, perhaps our 
handling of our possible fdaitification with a patient, or mth 
another member of the family, fs that aspect. ... 

The nurse may identify, with or without realizing it, witn 
one member of the family who appears to warrant special sym- 
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pathy and protection, or with a faction in the family. Sometimes 
circumstances seem to point to one person as so obviously “right” 
and to another as so obviously “wrong” that the nurse unhesi- 
tatingly allies herself with the “right” one only to find later that 
neither could be said to be wholly right or wholly wrong. By 
that time the damage may have been done so far as the relation- 
ship of the nurse and family is concerned, for the identification 
with one member of the family will then not permit acceptance 
of the nurse by the other member. 

Often the erroneous idea we form of a member of the family 
who is unknown to us may result from a projection of the feel- 
ings of the member whom we do know. For example, a wife 
reported her husband as being unwilling to have the physical 
examination his condition apparently indicated. She described 
him as a prejudiced, violent man whom the nurse would not like 
to meet. A subsequent notation on this record states, “Nurse has 
been in touch with father who does not seem as difficult as be 
has been pictured.” It is hard to know how to proceed in such 
instances. Obviously, the mother did not want the nurse to work 
with the father. \Vhether the state of affairs will be helped or 
hindered if she does so is a matter that the nurse has to think 
through in each given situation. It is often a choice of two evils 
— to risk failing to establish any working relationship with the 
family, or to establish a relationship with one member who does 
not use it constructively. 

The fohowing suggests an understandable, though unfortu- 
nate, identification on the part of the nurse, in this instance with 
members of a family who showed a united front against the 
father, an extremely disagreeable man who never bad been able 
to support bis wife and children. The family bad been known 
to a large number of social agencies including the family agency, 
the settlement house, and the visiting nurse association. It is 
easier to look back over years of work and recognize errors 
in judgment and in methods of work than it is to plan to avoid 
them. Social work and public health nursing appear to have been 
making such rapid strides toward more constructive methods of 
work that the mass alliance of several agendcs with certain 
members of a family against another member may never again 
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tte /alier had been 

considered ill-tempered and inadequate, and his opinion had 
never been sought by the mother or by the children as they grew 
older. One i^not say that the family situation would have been 
diSerent if it had been recogniaed from the beginning that the 
niM was a steady worker, perhaps to the limit of bis capacity, 
and that he had a legitimate place in this household. No one 
can estimate bow much of bis consistently bad-tempered behavior 
was the result of a painful awareness of his own failures. Pos- 
sibly at the beginning of the contact with the agency a psychia- 
trist could have helped him and his family to a better adjust- 
ment. Whatever could have been done then, it seemed now too 
late to undertake it. Consequently, difficulties of long standing 
hampered the work of the nurse in this divided household. In 
addition, she may have set limitations for herself when she 
identified herself with the mother and children without adequate 
thought for the family as a whole. 

Sometimes a nurse feels more at ease in working with the 
mother than with the father, and so identifies with the mother 
or overemphasizes the difficulty, often very real, of getting in 
touch with the father because he is away from home when the 
nurse calls. The anthropologist Margaret Mead made an in- 
teresting comment on the cultural aspects of the father’s absence 
from the home during working hours. She points out that the 
accepted pattern for the way a man shall spend his Saturday 
mornings — when he works according to the current five-day week 
— has not yet been established. A new culture pattern is in the 
making here. She suggests that Saturday may come to be a time 
when the father becomes a part of family life to an extent pre- 


viously denied him. 

In general, we have been prone to identify with children rather 
than with parents. There was a time when professional groups 
seemed to be enmeshed in this identification, but now we are 
more realistic and see that parents, too, deserve some help and 
recognition! A number of professional groups, including our 
own, have varying degrees of protective responsibility for chi - 
dren. We go into a number of homes where the actual safety 
of children is the focus of our attenUon. However, when it is 
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considered safe to leave children in a seriously mishandled home, 
then our only hope of protecting them lies in the possibility that 
some of the feelings and methods of the parents can be better 
understood, even accepted by the nurse, and that a better work- 
ing relationship can be established, even though the goals are 
very limited. One nurse had occasion to realize too late the ex- 
tent of her identification with children. She said, “I held my 
tongue as long as I could but finally 1 couldn’t stand it any 
longer.” She felt that her verbal response here had been “wrong” 
in that when the crisis came, it was precipitated by her own 
accumulating feelings. The situation may have called for drastic 
action on the part of the nurse and others in the community, 
but nothing was bettered by the nurse’s “correction” of the 
mother at that point, as the nurse herself was the first to see. 

We can see a world of difference between using self-control 
to throttle a response and deciding not to be “active” at the 
moment. It is reassuring to know that more often than not we 
do not need to make a stat. response — that a visit or an inter- 
view need not be a question-and-answer affair, and probably 
should rarely consist just of an exchange of verbal responses 
between patient and nurse. Pauses can be just as useful as words 
and do not need to be uncomfortable, and the words that follow 
a pause are often all the more important. If the nurse is in doubt 
as to what to say and feels that she does not see the situation 
clearly enough to make a positive statement at the moment or 
to offer appropriate teaching material, she need not do so. If 
she must say something at that point, she can make a neutral 
response or ask the person with whom she is talking to tell her 
more about the subject, More often than we may realize, this is 
the best method of responding anyway, and results not only in 
our knowing more about the other person, but in helping tliat 
person to do his own thinking, aided by our friendly and strength- 
ening presence. Then he may ask us for information that fits in 
with his thinking. If the nurse is for the most part a healthy, flex- 
ible, and knowledgeable person, the patient will tend to identify 
somewhat with her, whether or not he realizes It, but the nurse 
tries not to overidentify blindly with the patient. It was said pre- 
viously that the nurse lakes the leadership in this professional re- 
btionship. Here b the crux of responsibility for leadership. The 
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nurse icoffs that the patient learns through identification with 
her She uses her leadership not to foster in the pauent a de- 
pendency that will lead him to imitate the nurse, but to give 
him backing so that he can use what strengths he has and find 
the methods of behaving that are in line with his own personalitv 
and interests. 


A part of our “response" that causes us concern — and may 
well do so because of its difficult nature — is “inteipretation,” 
Confusion can eaist as to the activity implied in this word, the 
timing of any interpretation we shall give the patient, and the 
extent to which we shall interpret. 

Often we are confused by a technical term and the skill it rep- 
resents because it has several different meanings according to 
the situation to which it applies. When we understand this, our 
confusion is cleared up and we are able to use the skill as the 
occasion demands. 


For a long time we have used the word interpretation to 
describe our explanacion to the patient of the doctor’s recom- 
mendations. We say we “interpret the doctor’s orders." We also 
use the term to describe the results of our thinking about a 
patient’s behavior. “I interpret Mrs. X’s reactions as meaning 
so-and-so.” 


To these accustomed usages we can add the more technia] 
current meaning. For instance, in the visit we make a comment 
based on our observation and knowledge which summarizes or 
clarifies what the patient has been saying to us, and which takes 
the patient a step further in his understanding of his situation 
than he could have gone by himself. This is interpretation. Im- 
plicit in it is the nurse’s judgment that the patient is ready for it. 
If he is ready, much that has been confusing and bothering him 
may be easier for him; if he is not, he may become more fright- 
ened and anxious. His readiness depends not only on his own 
self-confidence but on the stTa}gth of his relationship with the 
nurse who is making the interpretation. If he has sufficient con- 
fidence in himself and if he has come to regard the nurse as an 
understanding person who takes him as he is, then he is ready for 
her clarifying comment. If we have any tendency to want to 
punish a patient or to gain a feeling of power because of knowl- 
edge superior to his, it is at the point of interpretation that we 
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may need to watch ourselves. It is not easy to wait and say 
“nothing” when we feel that we see the patient’s difficulty clearly 
and that a “reasonable” explanation from us would make him 
see it clearly, too. We are learning that such interpretations are 
useful only when the patient as well as the nurse is beginning to 
see his situation more clearly and when we are sure that our 
decision to give the explanation is not tinged with desperation 
over slow progress or with irritation over the patient’s behavior. 

Clinical practice has shown that many times an interpretation 
in actual words is unnecessary. For example, a child who may 
be living through with the psychiatrist an experience in family 
relationships in which he is finding that the psychiatrist is a re- 
liable adult (a “good father”) and is working through with him 
his miserable feelings about his own parent, rarely needs to be 
told in words what is happening to him. In case material used 
in Part I of this chapter, a young mother told the nurse that 
she felt “more of a person.” The nurse had been working defi- 
nitely toward that end, but had no need to interpret to the pa- 
tient the meaning of her words or the process that led to them. 
It has been said that a successful visit or interview or a useful 
relationship is like a dress rehearsal in which the patient is work- 
ing out a way of feeling and behaving which he will then use 
“on his own” when the curtain rises on the actual performance. 

There are other times, however, when the best judgment of the 
nurse tells her that some of the feelings of the patient and some 
of bis behavior need to be brought out into the open. The patient 
just about to go to the operating room for difficult surgery may 
say that he is not afraid. Probably he is very much afraid and 
would be relieved by saying so. The nurse can bring this fear out 
of hiding, at the same time justifying and diffusing it by sug- 
gesting that most people are afraid prior to an operation and 
that this seems reasonable enough, and adding the reassurance 
that may be appropriate to the situation. 

A nurse had been having a difficult time in the follow-up of a 
woman with tuberculosis, a discharged sanitorium patient who 
was not keeping her return appointments for re-examination and 
was thought to be in danger of breaking down. The number of 
not-at-home visits was monumental, though they were inter- 
spersed with enough contacts with the patient to make the nurse 
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aware of the patient's fear and nonacceptance of her tuberculous 
condition and of the nurse. The nurse was uncomfortable in this 
situation and though she recognized the patient’s fear of her and 
the illness, she tried to explain to her that the follow-up was a 
matter of "friendly interest.” Could not the nurse have inter- 
preted to the patient the feelings that were so obvious and so 
near the surface and in this way have brought some reality into 
the relationship? Suggested words, apart from the actual situa- 
tion, always sound ridiculous and prove the fallacy of the “right 
word” learned by rote. But the nurse might have said, You 
must be sick and tired of me and I don’t blame you, and fright- 
ened about this tuberculosis. If we can get going on this, there 
is a good chance that we can clear the matter up and you need 
not be so afraid of tuberculosis, or think about it all the time.” 
This is an instance in which the nurse could have “interpreted 
the patient’s fear and anger with the possibility of good results. 

Subsequently, even though no such interpretation was given, 
the patient went to a chest cUnic for x-ray, saying to the nurse, 
“I might as well get it over and done with. Then caM to 
necessity to compare this x-ray with previous ones and to ^lam 
it to the patient. The nurse mentioned the 
with whom the patient had had a number of contacts. The pa 
tient said irritably, “I don’t know why the ^‘‘5; ® ; 

X is my doctor.” The nurse realized an indirect 
the same tear and resn,^^" 
^"■^’I^nrUiat you are disturbed by ali this; 

butwe are further alongth^-w-W^^^^^ interpretations, in 
Perhaps some of our difliim y 6^ diBculty we 

instances where this is advisa , (ions with the result 

have in accepting our own ™o -.actions of others as 

that we do not recognize the emo tjjQugji they may be 

natural under the circumstances, been 

hampering. Since the f “ re-suranc= 

trained to conceal his 5“' ® ^ understands and accepts 

that comes from knowing that t her and they 

his emotional reactions. Then perhaps he can 
can work together. ^ 5 g observing, listen- 

The following case matermi shows the n ^ 
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ing, and responding — also thinking carefully about what the 
situation holds but delaying interpretation until the patient 
knows her better. In this instance the father with whom the nurse 
was working finally made his own interpretation. 

Herbert, at the age of two, had had an attack of rheumatic 
fever, which had apparently not been diagnosed so that he had 
not received the necessary medical treatment at the time. When 
he was three years old, he was hospitalized for a streptococcus 
sore throat in a city hospital in northern New England where it 
was discovered that he had had some earlier heart damage. 
When the family planned to move to another city, the family 
physician recommended that Herbert be placed at once under 
medical care there. Acting on this recommendation, Mr. B, Her- 
bert’s father, came to the public health nursing agency in the 
city to which he had moved. The nurse’s record reads; 

When Mr. B came to the agency be appeared nervous and ill at ease. 
I introduced myself as the nurse who had talked with him over the tele- 
phone the day before. I told him I was sorry his little boy was ill and I 
hoped that we could help him. 1 invited him into the office where be sat 
down on the edge of a chair. 

He immediately began to talk, squeezing and folding his hat during the 
entire interview. He said be was not sure he was In the right place. He did 
not know he was coming to a welfare building when he started, but Mrs. S, 
a neighbor, had suggested we could help him. AU this business was new to 
him and it was taking him a while to find his way around, and when Mrs. S 
directed him to our office be thought be was coming to the Red Cross nurse 

like the one he had when he was home in . I then asked him if he had 

recently come to . He said that was the reason be had come to us for 

help. I said he mentioned his boy when be telephoned yesterday. He replied 
that it was his boy he was anxious about. He gave Herbert’s history of 
rheumatic fever. He then said that the family had moved here about thrci 
months ago, a month before Baby Rob was bom and that Mrs. B had 

returned to for delivery and he had taken time off to stay with his 

children as arranged when he took his present job. Herbie had been fine 
but had then caught cold while hb mother was away. His doctor at home 
bad warned him about the danger of Infections for Herbie. He decided 
to call a doctor and asked his neighbor, Mrs. S, for advice. She always had 
the district service doctor but Mr. B did not want any charity and be 
bad heard these district doctors were students and his Herbie was not the 
one they were going to practice on. “You can understand that, can’t you, 
Nurse?" I said that I could understand he would want good care for his 
boy. He decided to call Dr. G about whom the grocery man had told him. 

He did not like Dr. G. He was not like his doctor in ; he fright- 
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1“ ttt medicine. It wes nasty slul 
A, a d ■■*'* »»m medicine that lasted iike chDcolate. "He 

tharsed lour doUars and didn’t even listen to Herbie’s ieart. He most be 
a quack doctor, Nurse, don’t yon tliink so?” I ejplained to Mr. B that 
some of the families ne kne» did have Dr. G and seemed to have cond- 
deuce m him. 


I asked Mr. B how Herbie was feeling now. He said the boy was list- 
less, not hungry, seemed to be getting “paler by the day” and had many 
nightmares. He knew the boy was not well but would not call Dr. G again 
— not only because he wasn't any good but because he charged four dollars. 
Perhaps I could tell him the name of a good doctor in the neighborhood. 
He could afford two dollars — that was all bis family doctor charged in 
. He did not want charity and (hat was why he hated to come into 
this Welfare building. He did not have much money since coming here — 
it cost a lot to keep his family here— but he did have a chance for advance- 
ment and thought his children would have more advantages here when 
they were older. However, he had always tried to pay his way and wanted 
to do so now. 


It was explained that the standard fee for most doctors in the area was 
four doUars for house calls and three dollars for office visits; that as an 
ageo^ we did not recommend any one docloT, but we could give him a 
list from which he could choose. It was suggested that he could discuss his 
ffnancia! situation with the doctor be chose and make some good arrange- 
ment, Perhaps he would like to discuss this with his wife since she was to 
return soon. If he would excuse me I would speak to the secretary so that 
a list couid be ready for him when be left. 

When I returned he was still fumbling nervously with bis hat and said 
there was one more thing he wanted to ask me about. His wife had said 
to be sure to find out about clinics but be would rather pay a doctor than 
go to a welfare clinic. I asked him what clinic be had in mind. Mrs. S had 

fold his wife about a clinic at hospital f« kids with rheumatic fever. 

She had taken her own boy there twenty-five years ago and they had cured 
him. Mrs. B had wanted to take Herbie there but Mr. B had thought it 


better to have his own doctor and didn’t want any welfare medicine. “Don’t 
you ttiinlf I am right, Nurse?” I said perhaps he would like more informa- 
tion about OPD. The setup of the clinic and the financial arrangements 
were explained showing that he would be paying for service and that free 
service was available only to those unable to pay fees; the necessity for 
making an appointment; the amount of rime the clinic visit probably would 
take and the necessity for a letter of referral from his former physician. 
I asked if his family physician had mentioned the possibility of such care 
for Herbert. Mr. B hesitated and then said be had, but Mr. B had always 
Daid for everything he got and did not want to start taking c^nty now. 
He had just given some money in a drive to help the poor and they needed 

such help more than he did. 

I asked if he had discussed with Herbie the possibility of going t 
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clinic. He said his wife had and Herbie seemed to be willing. “He had such 

a good time in the hospital in . The nurses made a lot of him He’s a 

cute tyke.” He smiled and seemed animated when he talked about the boy. 

I suggested he might like to talk again with his wife on the basis of the 
information he now had. I also asked if his wife had anyone with whom 
to leave the other children if she took Herbie to clinic. He said Mrs. S 
was a good neighbor and already had told his wife she would be glad to 
do this, and that his wife knew where the hospital was because she had 
visited a friend there. It was suggested that he should secure a letter of 
referral from his physician for use whatever his decision. He said he had 
not yet decided and I said he would want to think things over further. 
I said I knew he wanted to provide the best care for the boy. 

1 said I would like to see Herbie and Mrs. B. Mr. B said he would be- 
glad to have me call at his home and tell Mrs. B the same things I had told 
him. “She doesn't feel the same way about charity that I do." 

On leaving he seemed more relaxed and smiled. He thanked me and 
said he understood some things better. I gave him the list of private physi- 
cians and an appointment was made for me to come to the home the follow- 
ing Tuesday. 

In the above fntervietv, it seems clear that the nurse’s approach 
was focused on Mr. B’s behavior and what he said. In her think* 
ing as she listened, observed, and responded, the nurse realized 
that the immediate problem was to get Herbert under the best 
and most appropriate medical care. The underlying difficulty, 
however, was Mr. B’s aversion to what he considered “charity,” 
which the nurse’s experience told her was more marked than in 
most patients. Was this only because Mr. B came from a locality 
where community patterns demanded the maximum in independ- 
ence and where community-supported projects were less well 
known, or was his feeling based on a special personal experience? 
The father’s over-reaction was clear. The nurse could have said, 
“I think you get quite upset upon the idea of ‘charity’ and perhaps 
see this in a situation when it is not really there.” In her judge- 
ment it was too soon to say this, and instead she made an ap- 
pointment for a continuing contact. She herself felt strongly that 
the clinic, long recognized by private physicians as holding lead- 
ership in the care of children with rheumatic fever or its re- 
siduals, would offer the best plan for medical care. But, again, 
she did not say so. Instead, she gave clear information about 
clinic policies including those which related to fees. She had no 
doubt of the father’s interest in the welfare of his child, even 
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though he was floundering in his decision as toVhat sort of care 
would be best, and gave him ready assurance that she was aware 
01 ins interest. That the “wel/are” aspects of clinic attendance 
were the. man’s problem was brought out by his comments on 
his wife’s acceptance of clinic attendance. The nurse had in 
mind that this problem could be worked through in the family 
and that her further contact could lead to help for the new baby, 
too, if this was wanted and desirable. 

Subsequent notes show that after two visits from the nurse, 
the parents decided on clinic care for Herbert. After this deci- 
sion was made, Mr. B told the nurse that when he was ten his 
family had been “on relief” for a winter. His whole family had 
been ashamed of this even though it was caused by his father’s 
sudden serious illness. From Mr. B’s description the family had 
been “branded” and were a source of gossip to the town for a 
long time. 


SECOSOING 

It seems appropriate to conclude this section on methods and 
skills with a discussion of recording. The following material is 
offered with some hesitancy because it may not represent in every 
respect a point of view generally accepted by nurses and nursing 
organizations. 

There are some points about recording, however, on which 
most of us would agree. We realize that recording is a skill and 
also that it is more than a skill in that it requires a very thorough 
understanding of all aspects of nursing procedure and practice. 
For instance, no staff council and supervisory group can work 
out the headings for an infant and child’s developmental histoiy, 
or make good use of a record siqiplied with such headings, with- 
out a very careful knowledge of child development. When a 
staff undertakes record revision, it is interesting to find that this 
project necessitates the use of just about all that the staff knows 
about nursing. ^ ^ . 

The records of the nurse are used as the basis for continuing 
work in a situation, for agency statistics and trends, and to a 
considerable extent for supervision of the nurse. No one con- 
sciously denies their importance in so many words. Yet, during 
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a period of more than twenty years, it has never been, this 
writer’s experience to hear a nurse say that she was happy about 
her own records or satisfied that they gave a true and accurate 
picture of her work; or that she entirely approved the method 
of recording recommended by the agency or felt she was given 
enough time to write up her material. This seems to be just as 
true for nurses, who like records as for the many who do not. 
Sometimes nurses who like records and see their possibilities 
are even more dissatisfied than those who dislike them. 

A typical picture of the district office of an urban agency is 
easily brought to the minds of many of us. The nurses are trying 
to “get out into the field.” They are working at their date files, 
accepting assignments, having brief conferences and telephone 
conversations, taking additional time as necessary for staff con- 
ferences and, in the midst of everything, writing on their records 
with pen and ink, except for certain reports from other agencies 
and institutions which in some instances are typed on the records 
by stenographers. Even though these nurses probably are free 
to come into the office for a few consecutive hours of record 
writing, this is still done in pen and ink, with whatever degree 
of legibility, neatness, and speed the individual nurse Is capable 
of. Some of these records are very complicated, including such 
items as* yisits allowed and paid for by insurance companies. 
The records are supposed to show all that the nurse considers 
important about a family in general and to give adequately de- 
tailed information about individual patients and her visits to 
them. It does not seem strange under these drcumstances that 
there is a common saying among ourselves and among members 
of other professional groups that “The nurse knows more than 
she puts on her record.” 

The writer cannot help wondering what the administrator of 
a large nursing agency would do if, without secretary or dictating 
machine, she were required to create a permanent record of her 
daily work in pen and inki As far as this writer knows, no other 
professional group is expected to record in this way. In other 
agencies or offices, shortages of secretarial help may occur and 
cylinders may pile up untranscribed, or a worker may have to 
keep rough notes in her record until she can get secretarial help, 
but it would be considered a wasteful use of the time both of 
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tie worker and of those who must read them if her records were 
handwritten. Perhaps there are a nrnnher of nursing agendes in 
the country which have adopted what would seem to be a better 
method of recording, but only i few come to mind at this-writ- 
ing, and those are able to limit the’ case load more than most 
agencies can, 

' _ Nursing records which report bedside care, including ‘medica- 
tions and procedures, .must be kept up to date in case of emer- 
gency and for quick reference at all times, and no doubt the 
exigendes of bedside nursing started us on the kind of quick daily 
recording which is our practice and for which we have continued 
need. 

It seems to be true that some of our recording can, and prob- 
ably should, be done in the home. Some identifying and factual 
data must he written down at the rime ft is given to us because 
it would be impossible to remember it accurately. But narrative 
records present a special problem. So many experienced and skill- 
ful nurses have reported discomfort on their part and on the part 
of the patient when they try to write such records in the home 
that ft seems this plan should be reconsidered by those who con- 
tinue to be in favor of it. Letting the patient “share” with the 
nurse what is put on the record can be thought of as an honest 
attempt to bring patient and nurse closer together. Qn the other 
hand,, if the nurse observes behavior in the home which means 
something different to her from what it means to the patient — 
as often must and should be the case — and if it is not the appro- 
priate moment to interpret what she sees to the patient, then 
the record written in the home is of little use to the nurse and 
must be supplemented when she returns to the office. This writer 
feels that the attempt to write the permanent narrative record, 
or anything except factual data, in the home is artificial and 
hinders rather than helps the relationship between nurse and 
family. 

It seems inevitable that as public health nurses continue to 
.acquire a better knowledge of human behavior and to apply 
what they know to their, daily work, they will recognize an 
increasing number of important aspects of a situation and will 
consequently need more time for recording, more record space 
on which to record, and more help in the manual labor of setting 
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tbe material down. Otherwise it will be increasingly true of us 
that we “know more than we record.” 

This need for additional time and better record forms is not 
a sudden thing — the “fault” of mental hygiene. We have never 
bad sufficient time for record writing. Any addition to the daily 
routine has meant taking time from something else. If we have 
an especially difficult case, we often must make special arrange- 
ments to record it; if we expect to do a time-study, we must make 
a spedal plan to give us time to study our timel In other words, 
our present methods of work, carrying with them the need for 
more thought and for better organization of our material, may 
well be the famous last straw that will necessitate difficult and 
far-reaching reorganization. It seems possible and even probable 
that, as nurses continue to learn to focus their thinking and 
methods, some patients will be helped more quickly. The time 
thus saved might be given to record writing, but in all probability 
it must be given to another patient. Employing more staff, both 
nurses and secretaries, seems to be the only logical development. 
And one realizes what this involves. 

One hopes — at least this writer hopes — that in the fairly near 
future it will be possible for many nurses to have a “dictation 
day,” or the necessary half-days, when they may retire to a dic- 
tating cubicle and record their material on cylinders. A good 
many nurses now practicing never will want to do this, for old 
habits wU be too strong to change, in spite of dissatisfaction 
with present methods and results. But some nurses may be will- 
ing to try a dictaphone, and some agencies may be willing to 
attempt the complicated rearrangements this would involve 
and to work out better ways of making records available and 
a form appropriate to typed material. If so, we should have 
some useful pilot studies. It is also possible that some of the 
compromises used by groups which are hard pressed for dic- 
tating arrangements could be of interim help to us. Among these 
is the pencilled rough draft to be typed later. 

We have thinking to do about the organization of the material, 
that we record. This applies especially to the narrative record 
and social data sheet. One of the reasons for the dislike of 
record writing that many of us feel may be the fact that a logical 
plan for writing these two r<x:ords has not been developed. 
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Usually tie nurse "keynotes" the visit in her first sentence and 
tten goes on to state details. If she feels that a certain visit has 
been an important one she may record it at length, but the ac- 
count may be rambling as she attempts to “get it all in.” If 
however, we agree that “what happened next”— in other words' 
the process — is the basis for understanding a visit or an inter- 
view, then it is also the basis for recording it. It would consume 
too much time and paper to try to record in full for each visit 
all that went on between nurse and patient in the order in which 
it occurred. But if one trains oneself to think in terms of the 
“process,” one has a basis for summarizing the material logi- 
cally. (“First we talked about .... This led to .... Then the 
mother seemed to feel that .... So we agreed that . . . .”) 

Now and again in the course of the contact the nurse will 
consider that a visit has been a crucial one and will want to 
record it almost verbatim as well as in careful sequence. 

Whether or not the nurse should state her “impression” of 
the patient and the situation at the close of her record of a visit, 
or of a series of visits, is a question often discussed. Many nurses 
seem to be doing this and finding it a helpful and even an essen- 
tial part of their record. (“I tMnk Mrs. X can learn to take 
better care of her baby because . . . .”) Disapproval of the pro- 
cedure has been expressed on several occasions in group con- 
ferences. Some nurses are reluctant to add such a notation, either 


because it labels the patient and phrases like “I think” do not 
belong on a nursing record, or because it is not “fair” to the 
patient to make an eiqDlicit statement in writing. The first objec- 
tion seems to stem from the old-time hospital tradition of record- 
ing. The second is perhaps somewhat less clear. We all respect 
the wish to safeguard the patient, but underlying this wish there 
may be an insecurity on the part of the nurse that does not permit 
her to trust her own judgment. Perhaps she is not ready to ac- 
cept behavior or standards different from her own, so that to 
record a departure from such standards means to her a criticism 
,of the patient rather than a clear evaluation of the situation at 
the time. ^ 

A part of the record that has been found increasingly useiui 
in recent years is the summary of the situation that appears at 
regular intervals or when otherwise indicated. 
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As we say, it is “good mental hygiene” to face the difficult 
problem of the content, organization, and means for recording, 
to attempt to discover why we lag behind in this respect, and 
to decide whether we cannot make some immediate progress in 
carrying out this part of our work on a more satisfying and 
more professional basis. 


A nurse who was doing very good work was described as “both 
sensible and sensiUve,” By “sensitive” we mean perceptive. The 
meaning of “sensible” has been more confusing. To a number 
of us it has implied “common sense” — an intuition that enabled 
the nurse to work fairly well without reliance on disciplined 
thought. We may have accepted the common-sense approach 
as the practical approach. Yet, if we consider that “common 
sense” is actually only the point of view that is held in common 
by a group or a community and that is therefore sometimes 
prejudiced, shortsighted, or uninformed, we realize that we can- 
not rely on it as the basis for our work. We have more leadership 
responsibility than that. When we are rehably “sensible” we are 
doing effective work because we have a belter idea of what we 
are doing and why we are doing it in just that way. 


PART III «<- 

Working with Groups 

In the preceding pages the relationship between the nurse and 
the individual patient has been the focus of discussion. The nurse 
also has a relationship with groups as teacher, speaker, or group 
leader, and nith many professional and other groups as a mem- 
ber. As part of her professional activity she may lead classes 
in home nursing and first aid, “mothers’ clubs” and, more re- 
cently, “fathers* clubs,” sometimes groups of parents who wish 
to discuss child training methods, and a few play groups of 
preschool children. In addition the nurse is called upon to talk 
to parcnt-tcacher assodalions, church groups, boards of select- 
men or town councils, and other groups. People whom the nurse 
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sees successively as in a clinic or at a child health conference may 
also be considered to belong to a group because they are all 
u^ng health services, and so have many experiences in common. 
The nurse may herself belong to a class or institute or workshop, 
or to a group organized for staff education, and she takes part 
in s^ councils, supervisors* meetiags, committee and board 
meetings, and case conferences within the organization. She also 
participates in conferences with other agencies. 

Probably the majority of public health nurses would agree 
that we must think through relationships or procedures with 
groups as we have attempted to do with individuals. We need 
to know more about group development in the specialized mean- 
ing that the words are beginning to have. Since we are faced 
with the necessity of working with groups, we must be able 
to use group methods as constructively as possible. 

At first the groups we worked with were mainly classes in 
which we taught certain definite material. We had to rely on 
the educational methods we knew — those by which we ourselves 
had been taught in school. These sometimes rigid ways of teach- 
ing were not always successful when we were the pupils; in turn 
they have not always been successful with the groups we have 
attempted to teach. Also it has not always been clear that a com- 
plex of “learnings” rather than a single expected “learning” 
takes place in the individual or group. The student never learns 
only what the teacher thinks he is teaching. One nurse describes 
her experience in an Hnglisb course in first-year high school. 
The teacher realized that the class was not sure of its rules 
of grammar. Therefore, entire pages of Scott’s Ivanhoe were 
diagramed by the class. The sentences were long and involved 
and a source of misery to most of the pupils. The nurse learned 
a great deal about dependent clauses and the like, but she also 
learned to dislike Scott’s novels without ever having read them 
as novels, and furthermore to dislike any book that looked 
“long.” The result was that this nurse shied away from con- 
centrated reading until she was able to outgrow these destruc- 
tive indirect learnings. 

With the shift from teaching facts to teaching people pretty 
well established, a shift in methods of teaching in class and 
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group work has followed, or is taking place. Some of our 
methods seem to be in this transition stage at present. 

Meetings that we organize for ourselves in order to learn 
new material or to clarify problems are an example of the 
change that has taken place. In the past we usually arranged a 
lecture or a series of lectures on any subject we were interested 
in, with whatever follow-up and application could be managed 
within the organization. We still see a place for the lecture. 
However, now we are asking for it when the subject on which 
we need help is almost entirely new to us or, on the other band, 
when we are well informed on the subject in general and want 
amplification of a certain aspect of it. In using the lecture 
method, we are highly selective in our choice of subject matter 
and lecturer. The lecturer tries, with the help of those who 
invite him, to familiarize himself with the group’s background 
and situation, is aware of the need to plan follow-up and appli- 
cation, and sometimes even assists in providing such opportuni- 
ties. If his schedule will not permit him to participate to this 
extent, he often does not accept the invitation to speak. 

The method of group education in greatest contrast to the 
lecture is the workshop or work conference designed to bring 
together, in a learning situation that will promote free discus- 
sion, nurses who have a fairly homogeneous background and 
who share common problems. Resource people are available if 
the group wishes their help. 

Our institutes represent an intermediary step between the 
other two methods in that they combine lecture and group dis- 
cussion. Unlike the workshop, the institute is planned specifically 
in some detail and is conducted by a directing group. It seems 
probable that the institute is a good medium at present for filling 
in the gaps in our knowledge of mental hygiene throughout the 
country. 

As we become aware through our own experience that learn- 
ing can be realistic and satisfying when teaching methods ate 
used that are appropriate to the material to be learned, and as 
we realize how much we can learn from one another in group 
discussions we are able to put these same values into our work 
with groups of patients. 

Among the latter are play groups for preschool children 
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which nurses have organized or with which they assist. Usually 
tie group meets in a part of the reception room, or in an adjoin- 
ing room, during a child health conference. Child-size tables 
and chairs and simple play materials are supplied. The purpose 
of group is to interest the children and observe them while 
their mothers are talking with nurse or doctor and to show the 
mothers some of the toys and equipment that children enjoy. 
Another type of preschool play group has a similar but more 
ambitious purpose. Dr. Margaret Fries of the Pediatric Clinic, 
New York Infirmary for Women and Children, where such a 
group was conducted, summarizes its objectives as follows: 

Specific benefits of such a play group can be: To furnish an added in- 
centive for both children and parents to return to the hospital for follow- 
up work or treatment; to furnish a direct means for learning about, but 
not the etiology of, the child’s adjustments. . to gain insight into the 
validity of the mother’s reports and to furnish a check on the case-worker's 
observations; to give an indirect insight into family relationships; to point 
to the steps necessary in future therapy; to obtain, through group activity, 
some therapeutic results. ** 


Not all children profit easily or at once from such groups. 
For example, at a meeting of the American Orthopsychiatric 
Association, which conducted a session on play groups, Dr. Oscar 
B. Markey suggested that among very young children only those 
who had worked through to a fairly good relationship with their 
own parents could hope to profit from a group of this kind, the 
main purpose of which is not intensive therapy. A child in such 
a group usually turns to the adult leader for help in finding his 
feet in this new situation before approaching the other children. 
If he has not found security in the relationship with his own 


parents, especially his mother, he may not readily turn to the 
group leader. Yet such children are often the very ones who need 
this hind of group and its aefuft leader very’ much. 

One can see that a preschool play group which has a consider- 
able therapeutic purpose is not to be undertaken lighUy and re- 
quires trained personnel. But its experience and the metoods it 
has developed may offer valuable suggestions to nurses who take 
part in the less intensive type of play group that is an adjunct 
to child health conferences or clinics. For instance, the playroom 
in a prophylaxis clinic at The New York Hospital helps to make 
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immunization a less frightening experience to its patients. Chil- 
dren are taken to the playroom immediately after inoculation 
and helped to play there until the passing pain of the treatment 
has been erased by pleasure over toys and playmates. As a result, 
they seem to be less afraid of the next clinic visit and of doctors 
and nurses wherever they meet them. 

For a number of years the Boston Dispensary has planned 
activities for children who are uniting to see clinic physicians 
or who have accompanied parents to the dispensary. Skilled 
teachers, employed to lead the group, maintain the interest of 
the children at a high level, with the result that the visit to the 
clinic is no longer associated just with tedious periods of waiting 
or with fear or pain, but is also remembered as a pleasant ex- 
perience. When the examining physician is ready to see his 
patient, he is quite likely to come to the alcove adjoining the 
waiting room where the class is being conducted and seek out 
the child himself. A visitor who observed this remarked that 
contact with this group-work project seemed to have a salutary 
effect upon the sta^ also, that she bad never seen busy clinic 
physicians and nurses approach children more pleasantly. This 
project is now under the supervision of a nutritionist, is known 
as the Nutrition Education Department, and is one of the serv- 
ices of the Frances Stern Food Clinic. Parents, too, become 
drawn into this group or listen from the sidelines and some of 
the material is designed to be helpful to them as well as to the 
children. 

Classes in first aid and in home care of the sick are another 
form of group that the public health nurse teaches. As a rule 
these are highly successful and bring the satisfaction of skills 
well learned both to the members of the class and to the nurse. 
One can see why these groups present fewer difficulties than any 
others we are called upon to lead. The material lends itself to 
demonstration and to practice on the part of the members of 
the class. Furthermore, it is simple and concrete so that each 
member can be relatively successful in understanding and using 
it. Perhaps a more important reason for their success is that 
first-aid material and suggestions for simple bedside care are 
interesting without, as a rule, being charged with emotion. We as 
nurses are at ease with this material ourselves. 
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In contrast to these classes, which are definitely within our 
province and which we handle easily, are groups of parents who 
to understand more about child training. Nurses are not 
alone m finding parent groups difficult. Here there is no univer. 
sally accepted body of informaUon to use as a basis of discussion, 
nor could any subject be more loaded with emotional content for 
parents than ways of bringing up children. The more objective 
the parent may insist he is, the more difficult such group dis- 
cussion may be for him. We realiee bow easily it can disintegrate 
into heated statements of personal beliefs and methods or into 
insistence on the discussion of individual problems to the ex- 
clusion of those of interest to the group as a whole. Definitely 
stated opinions as to “good” methods for use with children create 
misery in certain members of the group who feel they cannot 
measure up to the standard of child care set for them. A number 
of nurses who have attempted to lead a group of this kind have 
discontinued the experiment after being convinced that without 
a trained leader the dangers outweigh the advantages. However, 
it has been shown that many parents do find some release from 
anxiety as they discover, through discussion groups, that other 
parents have similar problems, and gain new perspective toward 
themselves in relation to their children. Under various auspices, 
careful group work with parents is being carried on with con- 
tinuous study of the methods and personnel required. For ex- 
ample, the Insdtute of Child Welfare of the University of 
Minnesota aids parent groups throughout the state, helping to 
organize and conduct study groups and to train leaders. 

Since nurses admittedly are often not trained group leaders, 
it would be simple merely to deade that parent groups present 
problems too complex for us to handle, at least until we are 
better equipped, and to refuse to have anything to do with them. 
This easy way out is denied us, however, lor the demand for 
such study groups persists, often in communities in which ffie 
nurse cannot enlist skilled help. Various public health nursing 
organizations receive requests for a sort of graduate course from 
former members of mothers^ cluhs after the arrival of their 
babies. To say to these mothers that Uae matter is all so difficult 
that it bad best be left alone would not be very helpful. Failure 
to provide some form of study group in child training to meet 
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tlie continued need may seem particularly unfortunate when one 
realizes how long it takes to develop new attitudes and how 
little can be assimilated in the eight or nine group meetings 
mothers have attended as antepartum padents. Before they can 
really change and grow as they may wish to do, mothers may 
need and want several additional series of meetings where they 
may discuss child care and family reladonships as special prob- 
lems actually present themselves. 

Perhaps we can find ways to avoid some of the difficulties that 
arise in parent groups when we are the logical persons in a 
community to assume the responsibility. We can, for instance, 
help the group itself to develop skill in group discussion; we can 
present, when the occasion arises, such knowledge as we have, 
unafrmd of loss of presdge if we do not always have full in- 
formation or the "final answer”; and we can help to make appro- 
priate resource people available as we find them. One or another 
professional or lay group may lead the way in establishing study 
groups for parents in any community, but it begins to be clear 
that this activity will be a continuing responsibility, and that the 
auspices and the planning will vary with the community. 

School nurses may have had more opportunity than other 
public health nurses to observe changes in work with groups and 
to make use of new methods. The day is not long past when, in 
carrying out school health work, school teachers and nurses 
alike regarded the class primarily as a convenient and efficient 
unit for health inspection. The dangers of this superimposed, 
regimented concept of health education are now seen to out- 
weigh its conveniences. Increasingly, classroom discussion has 
become a medium for learning not only health facts but also 
the attitudes toward health and toward disease prevention that 
take the place of fear and prejudice when put in the context of 
the child’s interests. 


MOTHERS* CLUBS 

Of all the groups with which public health nurses work, 
classes for antepartum patients — "mothers’ clubs” — are the best 
established and the most numerous. Because of their number and 
the variety of methods used, they give a panoramic view of our 
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group work, and much of the remainder of this secp'on is devoted 
to the disctission of them. 

Public health nursing organizations in certain areas are giving 
much consideration to the purpose, methods, and results of this 
activity. Evafuation of results in terms of what mothers learn 
vanes. Nurses in some organizations are frankly disappointed 
that so little of what the mother has been taught in the ante- 
partum classes is carried over into her care of the newborn baby. 
A nurse going into the home after the baby’s birth may find that 
the mother has forgotten procedures demonstrated in the 
classes. No study has yet been made to show how far the mother’s 
ability to use what she has been taught correlates with the op- 
portunity given her during the antepartum classes to practice 
the techniques and skills the nurse describes. 

Nurses in other organizations do not expect the mother to 
be able to carry out in much detail in her home what has been 
taught in the group. They are satisfied if they find that a mother 
seems readier for help with (he baby apparently because she was 
a member of a group of antepartum patients and therefore 
learns more quickly. These nurses feel that eight or nine meet- 
ings is too short a time for a mother to become skilled in a 
variety of new procedures. They suggest, too, that added fear 
and insecurity inevitably enter the situation when “your own 
baby is here” unless the mother has had much opportunity for 
close contact with her baby in the hospital, perhaps by means 
of the “rooming-in” plan. A father once rushed wildly into the 
office of the former East Harlem Nursing and Health Service, 
saying, “Come quick. Jly wife has three diplomas but she doesn’t 
know what to do with the baby.” 

A mothers’ or parents’ club can, if this is desirable, be a quite 
ambitious undertaking. It can make use of leading medical, nurs- 
ing, and other specialists in the community as a whole. Both in- 
formative sessions and group discussion can be arranged. The 
former include talks and demonstrations by specialists, and 
visual aids. Such a series of group meetings was carried out co- 
operatively by a city-county health department, the local com- 
munity nursing service, and local obstetricians, psychiatrists, 
pediatricians, social workers, and nurses, and is reported by Dr. 
Lloyd J. Thompson and others.®* 
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Comments by mothers showed that they learned useful facts 
and that anxiety diminished as they gained confidence in their 
ability to take care of the baby. Furthermore, they thoroughly 
enjoyed the meetings. Some group workers think that there is 
no reason for gathering together a group of women just because 
they are all pregnant. They suggest that one might rather con- 
sider pregnancy in a fairly well-adjusted person as one of many 
interests, such as church or civic affairs or handicrafts, any of 
which might offer a more reliable common interest. There are 
nurses who agree with this point of view. They feel that we 
sometimes idealize, or at least overemphasize, the condition of 
pregnancy by making it the reason for forming a group, and 
that work with the patient should be carried out by the nurse 
individually in the course of customary family health work. 

On the other hand, group leaders who have worked with 
mothers’ clubs or have observed many of them recognize that 
the groups have something of value to ofier their members in 
addition to the instruction for the expectant mother and the 
opportunity for sociability that they provide. This “something” 
may be a renewal of self*esteem, lost perhaps because the patient 
feels caught in a round of household cares, now made more diffi- 
cult by her pregnancy, so that she seems just a necessary but 
unconsidered cog in the family wheel. When she comes to 
mothers’ club it is obvious to her that the leader, and the organ- 
ization which the leader represents, thinks pregnancy interest- 
ing and important. This attitude of acceptance and interest tends 
to be communicated to the group as a whole so that all the 
members share it. In turn it affects the individual member, build- 
ing up her realization that her pregnancy and she herself are of 
consequence, and so perhaps increasing her acceptance of the 
pregnancy. Numbers of nursing records state that an antepartum 
patient told the nurse she felt better about her pregnancy after 
joining a group of this kind. 

Even in prenatal clinic — a much more loosely organized group 
than the mothers' club — this feeling of unity can be sensed by 
patients on the basis of their common experience of pregnancy. 
In the report of a study of anxiety in pregnancy and childbirth, 
the statement is made that: 
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On the whole, there Is a feeling of omty in the prenatal clinic not usually 
seen in general methcal chnica. ... The women studied identiSed with one 

another and associated the anUdpated childbirth with the clinic set-up 

Shaimg a common ejperieoce was described by the women as valuable in 
making the experience less strange and A'fficult."* 


The purpose of group work with pregnant women always 
has been, and still is, education. But the mothers’ club, like all 
groups, has a broader educational purpose as well, in the sense 
that any process that broadens and deepens experience is educa- 
tional. This would sum up the whole purpose of many groups 
whose leaders feel that any more defined purpose would be nar- 
rowing. In such groups the entire choice of material studied 
would depend on the wishes of the group and the material itself 
would be important only as it contributed to the individual’s de- 
velopment through group contact However, public health nurses 
are convinced that we have information about pregnancy that 
will help a woman while she is expecting her baby and after it 
is born and, as health workers, we wish to place this informa- 
tion before groups of pregnant women. At the present time we 
say that much of this must be presented within the limits of a 
small number of group meetings. This time limit is set to some 
extent by the pregnancy itself. 

Ways of teaching antepartum classes are undergoing increas- 
ing scrutiny as nurses become aware of the emotional implica- 
tions of both the subject and the methods used. We realize that 


an apparently simple health “fact” may carry so much emotional 
difficulty to certain mothers in the group that what they actually 
learn is very different from what the nurse believes she has 
taught. As a matter of fact, our mothers* clubs offer to the leader 
many of the same problems as parent study groups, since it is 
the rare woman who has not some emotional difficulty about 
one phase or another of her pregnancy and home situation. 

The statement that the newborn baby should have a quiet, 
reasonably ordered home is a simple health fact, yet it has emo- 
tional implications for many mothers- No one denies that the 
newborn baby needs this kind of environnient. But one cm pic- 
ture what is arising before the mind’s eye of some members of 
the group if the nurse makes this statement. Crowded rooms. 
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large families including other children and grandparents, street 
sounds, and the noisy spill-over from the lives of neighbors cross 
the consciousness of many listeners who are city dwellers. How 
can a woman living in such a home give the newborn baby peace 
and quiet, and must the baby suffer from a bad start in life 
because the mother cannot give him what he “should” have? 
More than this, in rural and urban areas, and to those who are 
financially comfortable as well as to the poor, may come the un- 
happy realization that peace does not exist between the parents 
even if quiet and order prevail in the housekeeping. Again the 
thought passes like a cloud across the mother^s mind that she 
is giving her baby a bad start in life and that things in general 
are pretty hopeless. Some of us who have offered to a group of 
women a rather smug description of the kind of home the new- 
born baby needs have seen the faces of some of the listeners go 
blank and inscrutable and thereafter have found other ways of 
making the point or have tried to bring out through group dis- 
cussion that peace and quiet are only relative. Otherwise, these 
mothers may have been taught that they have not the proper 
home to which to bring a newborn baby instead of learning that 
the infant needs protection against confusion and tension. 

The desirability of nursing the baby and of preparing for this 
during pregnancy may be another danger point. While some 
physicians are less insistent that the mother should attempt 
breast feeding, many others continue to feel that breast feeding 
is preferable. Sometimes we as nurses tend automatically and 
didactically to stress its advantages. However, a mother in the 
class may know that she cannot plan to nurse her baby. IVhen 
the nurse states unequivocally the advantages of breast feeding 
to such a mother, who may already feel that a "good” mother 
will try to nurse her baby, one can see that the mother will grow 
apart from the group. What the mother really learns in this 
situation is that well-informed people seem to think breast feed- 
ing is essential, that she cannot do this herself, and that there- 
fore, evidently, she must get along as best she can without “scien- 
tific” help. In other words, she is learning to do without the nurse 
and perhaps even without the doctor. 

On the other hand, even some of these patients can remain 
well within the group if the nurse has helped the members to 
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egress themselves about breast feeding. Enough of the group' 
always seem to do this, and such a variety of opinion and ea- 
perience is presented that no member need feel she is an outcast. 
The nurse has the responsibility of summarizing, and can say 
what she thinks, too. A diversity of opinion on this subject lends 
strength to what the nurse can say about the importance of the 
way any kind of feeding is given in relation to the growing 
security of the baby. If the nurse sees evidence of such marked 
rejection of pregnancy on the part of any in the group that this 
material, carefully offered, makes trouble, she will feel that such 
members need special help, whether or not it is available. ^Vhile 
any group is therapeutic in that the members, including the 
leader, help one another, the purpose of a mothers’ group is not 
intensive therapy directed toward difficult, well-established emo- 
tional problems. 


Again, many nurses believe that pregnancy is a universally 
desirable and even a blessed condition, and that every mother 
can accept it as such if she is encouraged to have an appropriate 
attitude. In trying to impose this beb'ef on their patients, these 
nurses may be maintaining understandable loyalty to their con- 
victions, but they may find that they are alienating patients in- 
stead of convincing them If they dwell on the beauties of mother- 
hood before a group of women of whom a number may be find- 
ing their pregnancies unwelcome. 

In other words, in examining the content we wish to make avail- 
able to mothers’ clubs, as wcH as in planning the way in which 
this material shall be presented, back we come again, as in work- 
ing with the individual patient, to the attitudes and standards of 
the nurse on which depend the success of the relationship between 
her and her patients. It is possible for the leader’s attitude to 
add to the self-esteem of the members of the group; it is also 
possible for the leader to be blind to the impUcaUons of material 
which she may offer didacUcaJIy, and in this way increase the 
discouragement and the resUtance to prenatal care that some of 
the group members already fed. Not only the standards of the 
individual nurse but also some of the more stereotyped standards 
of the profession may be responsible for an attitude on the part of 
the nurse that has such an effect on the patient 
Time was when we thought every staff nurse in turn should 
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go 

have the experience of leading a group — usually a group of ex- 
pectant ^mothers. If the nurse’s characteristics were such that 
she could lead a group only with difficulty, we hoped that the 
experience would “develop her personality” and add to her self- 
confidence. One organization after another has abandoned the 
selection of leaders by rotation or because a certain nurse needed 
“bringing out.” The fact is increasingly accepted that each nurse 
makes her special contribution in her own way, whether by her 
skill in individual contacts or by her gift for working with groups. 
We do not wish to minimize the advantages that training and 
experience in group work bring every nurse; but we would em- 
phasize here the lack of economy and the near cruelty that results 
when the discipline is imposed on those who are not fitted for it. 
All of us must be able to meet groups occasionally in the course 
of our work. However, it is generally recognized in nursing 
organizations that their mothers’ clubs profit from leadership 
by nurses who are especially gifted in this respect. 

On the other hand, a nurse’s difficulty in leading a group may 
be due to sheer inexperience and to need for help in the prepara- 
tion of her material and in the method of presenting it. Like 
the inexperienced public health nurse who is planning a home 
visit, the nurse who is about to lead a mothers’ club for the 
first time may spend anxious hours preparing, point by point, the 
material she considers essential and then spend additional hours 
memorizing it. Sometimes she feels, or is made to feel, that she 
has been a failure if she omits any of these points from her talk. 

However, as her familiarity with the subject grows, the nurse 
becomes freer to roam over it as the group may desire and to 
enlarge upon certmn aspects that seem to interest them and to 
need development, and to draw upon her own store of experi- 
ence for illustration and application. Her manner becomes less 
formal and she is able to show the tolerance and friendliness 
whidi she really feels and which help to relieve the tension of 
the group. Her sense of security as a group leader develops. As 
she works with one group after another, she realizes that a 
certain amoimt of unease and stiffness is inevitable at the first 
meeting of any new group, or perhaps even at the first several 
meetings. She expects this as “normal.” Later she and the mem- 
bers of the group recognize with pleasure that they begin to 
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“feel Uke a group” and that verbal expression and give-and-take 
are increasingly easy. 

Useful discussion, one can see, will lake place only on the 
level of experience of the majority of the group, for it is only 
on tms level that they can find new material applicable. Some 
groups will progress toward broader ideas and toward new con- 
cepts more slowly than others. If discussion is burdened by 
prejudices or superstitions, progress" must be slow if it is to" be 
sound, even at the risk of taking .valuable time from the next 
topic in the series. 

A difference may exist between livdy group discussion and 
helpful group discussion. The illustration that comes at once to 
mind centers about the widespread superstitious fear of marking 
the baby in utcro, a topic which rarely fails to bring out active 
participation by the group. Sometimes the nurse rejoices in the 
interest roused by the subject but does not use it constructively. 
She may set the tone of the discussion by commenting with a toh 
erant smile on the fact that certain “old-fashioned superstitions” 
exist concerning birthmarks. While members of the group may 
then contribute appropriate individual experiences, they will do 
so with an effort at similar tolerant humor and so merely repress 
their fear without getting the relief of expressing it and de- 
fending it. The same thing will happen if the leader cuts short 
the discussion, since the true attitudes of the group usually come 
but slowly to expression. Opportunity for reminiscence, for the 
expression of differing points of view, for gradual arrival at the 
point where the group knows how they really do feel about the 
superstition of marking the haby, may bring feelings into the 
open with some release of fear so that the leader finally finds 
an opportunity to explain some of the facts of anatomy and 
physiology that bear on the quesUon. This slow process also 
helps to establish a working relationship between group and 
leader since the nurse’s amusement over this superstition or her 
premature denial of it as contrary to fact may well lead to a 
real if hidden, resentment on the part of the group. The factual 
explanation which the leader can at last safely place before the 
group and her final summary further exemplify the leader’s func- 
tion. The group’s discussion, while it was necessary, was perhaps 
founded on opinion only and would have been superficial and 
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ineffective without the leader’s presentation of the facts at her 
disposal. 

Group discussion is one form of interaction among members 
of the group. Teaching by individual members of the group may 
be another. Some of the women present are not only articulate 
but good teachers as well and will enjoy recognition of their 
ability. They have had experience with medical supervision, with 
antepartum care given by the agency, with the helpfulness of 
early planiung, which they can pass on to other members of the 
group more directly than the leader advisedly may do. 

A woman attending a mothers’ club during her second preg- 
nancy told the group — with recourse to Italian phrases when her 
broken English failed — that she bad doubted the value of ante- 
partum care during her previous pregnancy. Her mother, who 
lived with her, also thought care unnecessary since the preg- 
nancy had seemed to her normal. Swelling feet and gradually in- 
creasing dizziness were merely discomforts to be endured. But 
the nurse bad “bothered” her undl she had visited a physician 
and later joined a mothers’ club. She was glad she had done so 
since she was very near to a bad sickness and perhaps to losing 
her first son. This mother concluded her story by saying, “Now 
I give the cod-liver oil and all,” and for confirmation nudged an 
older companion — the grandmother — who nodded vigorously. 

Such direct teaching by members of the group is invaluable 
just because it is done in the group, in the presence of the leader. 
AW oi us are ianuWar with groups whose most heated and teW- 
ing discussion takes place after the meeting is adjourned. When 
this happens, it may be because the members were dissatisfied 
with something that was said in the meeting, or because they 
were not gjven an opportunity to express themselves freely, or 
because they still were not able to make full use of the oppor- 
tunity to express themselves. 

Opportunity for some kind of handwork is provided by many 
organizations. Such work may be what is known as “pre-activity,” 
which means that materials are supplied on which the mothers 
work before the day’s subject is taken up for discussion. Con- 
versation between rather shy mothers is made easier in this way 
and new members appear to be more easily assimilated. A mother 
coming to one such group for the first time said she was not 
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her hard at wori on a baby jacket She smiled when she caught 
leaders eye and remarked that everyone seemed to be en- 
vying herself so much that she had decided to get to work, too. 
OrgamzaUoiis that conduct mothers’ dubs have differing points 
of view about the value of encouraging such handwork before 
and even during the group meeUng. Some feel that it is valuable 
because it provides a layette and creates ease among the group 
members. Others feel that it is expensive and an added burden 
to the nurse. Sometimes it is true that the handwork is unin- 
teresUng or the patterns out of date. Sometimes, perhaps, the 
leader herself is not interested and so has unconsciously mini- 
mized the value of the project or faffed to make it seem vafu- 
able to the group. When she is assisted by a volunteer, as in a 
sewing project, the nurse, of course, is responsible for carrying 
her aide along with her in the study and understanding of group 
work. 


Whether or not refreshments should be served at these group 
meetings is a much debated question. Because of the physical 
effort they have made in coming to the place of meeting, an or- 
ganization may feel it is desirable for the women to have some- 
thing to eat. Also, an opportunity is provided in this way to 
demonstrate good foods. Nurses are sometimes reJuctant to have 
the women make the occasion a kind of group activity by pro- 
viding and serving the food themselves because they feel the 
refreshments and the serving of them should be a gift from the 
nursing organization. Their discomfort may be based partly on 
the realization that some of the women are financially unable 
to provide even the simplest type of refreshments. Sometimes, 
however, one realizes that the desire of the nurse to act as 
hostess has blinded her to the satisfaction the mothers them- 
selves may have in organizing and carrying out this part of the 


program. 

The inability of some members of the group to partiapate 
because of shyness or language difficulty may be a problem. The 
leader watches for the smallest hint that such a patient has some- 
thing she would Hke to say. Or she may use what she knows 
about the patient to draw her out, in order to increase her 
pleasure in the group. On the other hand, an overactive member 
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may also create difficulty — one of the most baffling situations the 
inexperienced leader faces. To wait until a reaction from the 
rest of the group stills this aggressive member may take too long 
and prove too disrupting. If the leader takes it upon herself to 
quiet an argumentative or exdted individual she falls into the 
trap of old-time discipline — a situation which both the difficult 
member and the rest of the group may unconsciously enjoy and 
which may be repeated, or which may arouse hostility in the 
group. The suggestion has been made that such behavior is most 
satisfactorily met by talking outside the group meetings with the 
woman who shows special problems. 

The nurse who knows individually the women in a mothers’ 
club may have an advantage over the nurse who sees them only 
in the group. However, there is a danger that a patient who has 
thought of the nurse as “my nurse” may have a sense of loss 
when she sees that other women have a similar relationship with 
her. This is a perplexing dilemma because sometimes the patient’s 
dependence on the nurse and the possessive feelings toward her 
that result are attitudes which may be helpful to the patient, at 
least temporarily. 

A nurse who knows the members of the group well will know 
something of the cause of the difficulty that individuals within 
the group are experiencing and whether she can be of assistance 
herself as a group leader, or whether she should make other 
resources available. One sees that activity on the part of the 
group does not release the nurse Siom her responsibility as a 
leader. Though the group becomes increasingly self-reliant, it 
still needs the leader’s stimulation, balance, and guidance. Her 
relation to the members of the group is not a casual one. 

Analysis and imderstanding of what happens in groups and 
to groups have become subjects of research and experiment, the 
results of which are now beginning to be put into teachable form 
for those who wish such help. A commonly used name for this 
material and method is “group development.” It is based on an 
understanding of “group dynamics,” and thus we see the concept 
of dynamics becoming as essential in work with groups as a 
previous chapter indicated it to be in work with indiWcluals. In 
our work with groups of patients wc shall probably not make 
frequent use of the more formd methods, which are bringing 
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increasing success to what arc called “action groups" whose 
object IS to reach a definite concensus of opinion leading to action 
ny the group. However, one mothers’ club functioned as an 
acUon group when, after discussion involving the whole group 
and several changes of plan by the group, it voted to continue’ 
as a parents' dub, with parents entering or re-entering the club 
as a new baby was bom. It is possible that board and committee 
meetings will make increasing use of formal group methods. 
A Thousand Think Together ” is a report of three of our own 
meetings in which this method was successfully used. 

We can all gain from the study of group dynamics a deeper 
understanding of group interaction. The nurse who has achieved 
some knowledge of and “fed” for the dynamics of the individual 
has a. head start on this. That is, the nurse who knows that indi- 
viduals have conflicts, of which they often are unconscious, and 
who knows that they try to solve or soften their conflicts by 
various defenses formerly known as “mental mechanisms” and 
now called “dynamisms,” can cariy over this knowledge into a 
better understanding of groups, hfany would say that only 
workers who have some knowledge and understanding of the 
individual can expect to understand groups and work with them 
safely. 

In our groups of patients we see individuals who show aggres- 
sion, either as an established habit of reacting, or in response 
to the frustration of being contradicted by others in the group 
or of being denied by the group as much attention and admira- 
tion as they would like. Or we see the group member who denies 
what seems to others obvious fact and experience. Or we see 


the dependent individual. Or we see the very insecure person 
who either overcompensates by talking too much or is “pushed 
around” by others in the group. Some of this behavior is char- 
acteristic of all of us in a group situation and thus can be under- 
stood and accepted or allowed for, can ultimately be brought out 
more easily into the open, and so used constructively. If some 
members of the group become more able to do this, others will 
be more ready to express and describe their real feeling toward 
the subject under discussion and toward what others have said. 
When a group has this as an accepted purpose, the meeting or 
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series of meeUngs is different from the “gripe session” which 
most of us can call to mind. 

In addition to understanding individual reactions, and the 
way in which they interweave and can help or hinder a group, one 
realizes that any group such as a mothers’ class is a small replica 
of society. Probably it will have a “minority group” represented 
perhaps by only one person. The others may feel toward her 
the hostility that is based on unrealized fear because she is of 
“better” class or “lower” class, or because by birth or way of 
thinking she is a little-understood stranger. Those who represent 
the fortunate in-group do not need to question to any troubling 
extent the way they think and feel or their place in the group. 
In a mothers’ class they may.be women who have had other 
children, or women who knew the nurse prior to attending the 
class. An actual small image of larger social difficulty may be 
seen if the group contains representatives of different races or 
religions. In a mothers’ class where the purpose is to help each 
member both by direct teaching from the leader and by free dis* 
cussion among the members, such differences and the way in 
which they help or hinder progress may not be understood by 
the group nor does the nurse interpret them, as would be the 
case in an action group, but they are there for the nurse-leader 
to see. She must be observer as well as leader. She is aware 
of what is taking place and hopes, by trying to see that all points 
of view are recognized and by stressing similarities rather than 
differences, to help the group to work well together so that all 
the members “belong,” are less frightened at new points of view, 
and so are able to learn. 


We ourselves may have no direct responsibility for groups 
organized primarily for therapy but we often may be working 
with individual patients who are members of such groups or in a 
clinic which conducts them. In therapy groups the leader is 
usually a psychiatrist, and interaction among members who have 
somewhat similar problems is used as the basis of therapy for 
the individual members. This method was used with merchant 
seamen who had been torpedoed and who were more quickly able 
to relax when, with the help of the psychiatrist, they shared their 
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^eriences and feeliags ivilh otheis in a group. We are also 
beginning to be familiar with tie nse of group Lrapy in hos- 
pi^is for the mentally ill, especially mth certain schfeiphrenic 
patients. Other examples which come readily to mind are- the 
group therapy sessions for patients with multiple sclerosis at 
Veterans AdministraUon Mental Hygiene Clinic in New 
York City; a discussion group for parents of diabetic children 
held over a year’s period at The New York Hospital “with grati- 
fying results both for the parents and the physicians in charge 
of the children" a group of parents of seriously ill schizophrenic 

children at Bellevue Hospital, New York. No one who has ever 
been privileged to attend sessions of such groups as a visitor on 
a “good day" comes away without being impressed with the 
help that sick and troubled people can give one another. 


GROUPS SERVED BY CLINICS 

The many and various clinics that we help to conduct the 
country over bring us into a somewhat different kind of group 
situation, hlost of the child health conferences and diagnostic 
and treatment clinics show us a group situation with which the 
individual already finds himself quite familiar as part of his 
daily life. The clinic is set up to serve him — the individual — 
and through him the community. But there are many individuals 
to be served, and the numbers of people using the service make 
up a sort of group that exerts pressure and influences the care 
and attention the individual receives. He meets this kind of 
pressure when he tries to ride a crowded bus, when he tries to 
get his child into college, when he tries to find a place to live, 
when he tries to sell his produce. On the one hand there is reas- 
surance in this because the individual sees that others are “going 
his way." On the other hand he must often step aside and submit 
to rules and routines which the presence of the “group” makes 
necessary. 

In the clinics and conferences where we have or share responsi- 
bility for planning and setup, our goal is to capitalize on the re- 
sources which the common need of a large group makes possible, 
and then to make these resources serve the individual smoothly 
and helpfully. This brings the administrator or planning group 
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series of meetings is different from the “gripe session” which 
most of us can call to mind. 

In addition to imderstanding individual reactions, and the 
way in which they interweave and can help or hinder a group, one 
realizes that any group such as a mothers’ class is a small replica 
of society. Probably it will have a “minority group” represented 
perhaps by only one person. The others may feel toward her 
the hostility that is based on unrealized fear because she is of 
“better” class or “lower” class, or because by birth or way of 
thinking she is a little-understood stranger. Those who represent 
the fortunate in-group do not need to question to any troubling 
extent the way they think and feel or their place in the group. 
In a mothers* class they may.be women who have had other 
children, or women who knew the nurse prior to attending the 
class. An actual small image of larger social difficulty may be 
seen if the group contains representatives of different races or 
religions. In a mothers’ class where the purpose is to help each 
member both by direct teaching from the leader and by free dis- 
cussion among the members, such differences and the way in 
which they help or hinder progress may not be understood by 
the group nor does the nurse interpret them, as would be the 
case in an action group, but they are there for the nurse-leader 
to see. She must be observer as well as leader. She is aware 
of what is taking place and hopes, by trying to see that all points 
of view are recognized and by stressing similarities rather than 
differences., to help the group to work well together so that all 
the members “belong,” are less frightened at new points of view, 
and so are able to learn. 


We ourselves may have no direct responsibility for groups 
organized primarily for therapy but we often may be working 
with individual patients who are members of such groups or in a 
clinic which conducts them. In therapy groups the leader is 
usually a psychiatrist, and interaction among members who have 
somewhat similar problems is used as the basis of therapy for 
the individual members. This method was used with merchant 
seamen who had been torpedoed and who were more quickly able 
to relax when, with the help of the psychiatrist, they shared their 



TEACHING HEALTH 


97 

experiences and feelings with others In a group. We are also 
beginning to be familiar with the use of group therapy in hos- 
pitals for the mentally ill, espedally with certain schizophrenic 
patients. Other examples which come readily to mind are: the 
group therapy sessions for patients with multiple sclerosis at 
the Veterans Administration hfental Hygiene Clinic in New 
York City; a discussion group for parents of diabetic children 
held over a year’s period at The New York Hospital “with grati- 
fying results both for the parents and the physicians in charge 
of the children” ; a group of parents of seriously ill schizophrenic 
children at Bellevue Hospital, New York. No one who has ever 
been privileged to attend sessions of such groups as.a visitor on 
a “good day” comes away without being impressed with the 
help that sick and troubled people can give one another. 


GROUPS SERVED BY CLINICS 

The many and various clinics that we help to conduct the 
country over bring us into a somewhat different Sroup 
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series of meetings is different from the “gripe session” which 
most of us can call to mind. 

In addition to understanding individual reactions, and the 
way in which they interweave and can help or hinder a group, one 
realizes that any group such as a mothers’ class is a small replica 
of society. Probably it will have a “minority group” represented 
perhaps by only one person. The others may feel toward her 
the hostility that is based on unrealized fear because she is of 
“better” class or “lower” class, or because by birth or way of 
thinking she is a little-understood stranger. Those who represent 
the fortunate in-group do not ne«J to question to any troubling 
extent the way they think and feel or their place in the group. 
In a mothers’ class they may.be women who have had other 
children, or women who knew the nurse prior to attending the 
class. An actual small image of larger social difficulty may be 
seen if the group contains representatives of different races or 
religions. In a mothers’ class where the purpose is to help each 
member both by direct teaching from the leader and by free dis- 
cussion among the members, such differences and the way in 
which they help or hinder progress may not be understood by 
the group nor does the nurse interpret them, as would be the 
case in an action group, but they are there for the nurse-leader 
to see. She must be observer as well as leader. She is aware 
of what is taking place and hopes, by trying to see that all points 
of view are recognized and by stressing similarities rather than 
differences, to help the group to work well together so that all 
the members “belong,” are less frightened at new points of view, 
and so are able to learn. 


We ourselves may have no direct responsibility for groups 
organized primarily for therapy but we often may be working 
with individual patients who are members of such groups or in a 
clinic which conducts them. In therapy groups the leader is 
usually a psychiatrist, and interaction among members who have 
somewhat similar problems is used as the basis of therapy for 
the individual members. This method was used with merchant 
seamen who had been torpedoed and who were more quickly able 
to relax when, with the help of the psychiatrist, they shared their 
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experiences and feelings with others in a group. We are also 
beginning to be familiar with the use of group therapy in hos- 
pitals for the mentally ill» especially with certain schizophrenic 
patients. Other examples which come readily to mind are: the 
group therapy sessions for patients with multiple sclerosis at 
the Veterans Administration Mental Hygiene Clinic in New 
York City; a discussion group for parents of diabetic children 
held over a year’s period at The Ne%v York Hospital “with grati- 
fying results both for the parents and the physicians in charge 
of the children" ;** a group of parents of seriously ill schizophrenic 
children at Bellevue Hospital, New York. No one who h^ ever 
been privileged to attend sessions of such groups as.a visitor on 
a "good day" comes away without being impressed with the 
help that sick and troubled people can give one another. 
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to the fore, or the administrative function of the nurse who is 
“working alone.” We see this administrative function broadly, 
realizing that clinic service is an area where cooperative plan- 
ning between hospital nursing service and public health nursing 
service takes place in referral and follow-up of patients as well 
as in nursing service in the clinic itself. 

There are grave administrative problems in clinics which it 
is hard to know how to meet in view of the difficulties which give 
rise to them, yet which stare us in the face as sources of destruc- 
tive learning for staff and patient. For example, it was only six 
years ago that a report of public health nursing service in clinics 
included the following description: 

The physical environment of clinics is frequently still of a kind to 
violate the human dignity of patient and worker. . . . The workers were 
so handicapped by location, space and arrangement of the clinic quarters 
that individual recognition or attention was almost impossible as the pa- 
tients took their turn at treatment in depressed, sullen silence.^ 

Again, it is interesting that this same report suggested that 
“educational aspects of services are neglected or only incom- 
pletely developed in many clinics, particularly where treatment 
predominates, as in those for venereal disease and crippled chil- 
dren.” As the administrator sees — if she can stand away from 
the pressure of the clinic — these treatment clinics can offer the 
readiest of all teaching opportunities if personnel can be given 
time to use them. 

It was stated in an earlier chapter that our clinic service offers 
one of the natural opportunities we have to encourage healthy 
attitudes in patients of all ages. And the administration of the 
clinic is the basis for this preventive aspect of our work. If the 
clinic is in a district within easy reach of the patient at hours 
when he can attend; if the clinic personnel is constant so that 
he gets to know the nurses and doctors he sees there; if he 
understands why he is referred from one clinic to another; if 
records are accessible, safeguarded, and written up in adequate 
detail; if the appointment system and the fee system are thought- 
fully planned and applied; and if cooperation with other com- 
munity agencies is established, the patient may be helped to meet 
a trying experience. Sometimes we are concerned because clinic 
rooms are shabby or inadequate. But, shabby or beautiful, these 
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rr r “f and equipment in 

them can show patients that the clinic staS pracUces what it 
ea^es One nurse tells of a startling disregard of this oppor- 
tuiuty. She descrjbed an eye clinic which used a hallway as a 
waiting room. The space was sufficient and made reasonably 
comfortable. However, the staff seemed unperturbed by the fact 
that but one dim light had been provided by which patients 
could read the magazines placed on the table. 

It is easy for us to understand that tired ambulatory patients, 
patients awaiting diagnosis, patients entering the environment 
of the clinic for the first time, patients who must return to clinic 
after a previous painful experience, are anxious people. VVe wish 
to provide clinic service that not only alleviates but prevents this 
anxiety as far as possible through its general policies and setup 
as well as through individual contact. Dr. 'Mabel Huschka and 
others responsible for the running of a pediatric prophylaxis 
clinic have published a report of the simple, scientifically valid 
procedures the clinic used that helped to reduce the anxiety of 
the many children who were treated there. 

Nurses who work in clinics, particularly in specialized clinics, 
see behavior on the part of some patients which is not primarily 
dependent on general clinic management, but which occurs in 
enough of the patients who visit the'dinic to suggest that it may 
be characteristic of the “group” and may have a cause common 
to all the members. A nurse employed in a tumor clinic where 
a number of patients suffering from cancer of the throat or 
mouth were diagnosed and treated was much discouraged be- 
cause these patients seemed slow fo benefit from her teaching. 

The clinic ordered throat and mouth irrigation which the patient 


was to perform at home with equipment provided by the clinic. 
Not only were printed instructions given each patient, but the 
nurse talked with him following his appointment with the physi- 
cian, demonstrated the use of the equipment, and explained the 
printed instructions. She said that patients often seemed apa- 
thetic about the procedure and frequently went away without 
the equipment. They told her they understood instrucPons but 
the next clinic visit proved they bad not understood. In tins in- 
stance, the staff decided that no matter how hard it tried to lessen 
a patient’s anxiety, the cliiu'c visit did not provide enough time 
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to teach new skills and routines to these deeply anxious patients. 
A cooperative arrangement was made by which the local agency 
for bedside nursing followed up all new “cases” in order to 
demonstrate treatment procedures and explain instructions. This 
showed good results in clinic attendance and in participation by 
the patient. It is interesting to remember in this connection how 
much independence and skill even patients heavily burdened with 
painful and difficult conditions can acquire as they become less 
afraid. There are patients who learn to manage their own trache- 
otomy tubes, for example. 

In a meeting where problems of this nature were being dis- 
cussed, a nurse asked how she might help a number of small 
boys attending cardiac clinic. These children, who were nine or 
ten years old, were obese. Orders from the physician were that 
they reduce. They were regular in clinic attendance and it had 
been possible for the nurse to see the majority of them at the 
same time during a clinic visit. As they gathered around the 
scales, she had tried to interest them in competing with one 
another to lose weight but with no success. On the contrary they 
seemed to be proud of gaining and boasted about their size. She 
tried, with appropriate aids and play material, to interest them in 
better diet but they bragged about the number of slices of bread 
they could eat at each meal. Because of organic impairment, the 
activity of all these boys was restricted. 

Discussion of the problem at the staff meeting brought out 
that these boys came from a cultural group which often identified 
a fat child with a healthy child and considered it the role of a 
good mother to feed her child too well. Food was a symbol of 
life to them. All their children should have this in abundance, 
but especially the endangered and sick child. Deeper than this 
perhaps was the feeling on the part of the mother that it was not 
the child’s fault that be was sick; she was herself to blame. It was 
also suggested that these boys could not play and compete active- 
ly with other boys of their own age for fun and prestige. If they 
had any special talents, we did not yet know about them. It was 
puzzling to know what inducement could be offered them that 
could counterbalance the strong infantile satisfaction of receiv- 
ing food from their mothers. 

A discussion group for the mothers was suggested and the 
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directly with the boys on this problem was 
abandoned. An effort had been made to explain the need for 
careful diet to the mothers individually at clinic and some of 
these mothers had witnessed the nurse’s attempt to work with 
the group of boys but none had changed her method of feeding 
her son. Some doubts arose in the minds of the nurses, however, 
as they discussed how they would initiate and lead this mother’s 
group, since they could not have the services of a trained group 
leader. The anxieties of these mothers no doubt were great, 
probably deeper than even the mothers themselves knew. It 
seemed possible that a group built upon the present unsatisfac- 
tory progress of their children might add to their anxiety and 
increase the problem. On the other hand, the suggestion to these 
mothers that this was not an emergency might be reassuring and 
help them to accept the fact that the obesity if Jong continued 
would be harmful. As members of a group, they might gain re- 
assurance from one another's suggestions, and satisfaction from 
making suggestions of their own. Also, the hesitation of the 
nurses to start such a group might be caused in part by their 
knowledge that the organic impairment of the children was irre- 
versible and their fear of having to face this fact with the group 
if the mothers brought the matter into discussion. It was pointed 
out that the mothers probably were individuals of more re- 
source than their children,* and that they might have enough 


security in their general situation to be able to learn in and 
through the group to give their children a more varied ‘diet, ’ 
not only of food, but of Jiving. An alternative plan su^ested 
intensive visiting of the mothers in their homes, which in this 
instance would be done by the same nurse who functioned in the 
clinic. The time-consuming nature of both plans was obvious. 
But as the nurse who presented the problem^ had seen, in- 
struction and direct appeal could not “work" in this instance 


Direct appeal did not “work" in the situation just described 
because the children and mothers involved had little or no con- 
scious understanding of the conflicts and resulting defenses that 
made them behave as they did. This was true also of the patients 
at the tumor clinic who knew that they could not assimilate what 
was being taught them, but were unaware that they were reject- 
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ing the diagnosis of malignancy with the irrigation can they left 
behind them at the clinic. The clinic nurse who takes full advan- 
tage of a well-administered, reassuring, and workable clinic set- 
up and then, when problems still arise, seeks the possible 
dynamics in the situation and is guided accordingly, can do much 
to make the clinic visit a constructive one for the patient, a visit 
which has ongoing strengths for future clinic contacts. With’ 
such a basis for work, the old term “delinquent,” as applied to 
a patient who fails to keep return appointments, seems to miss 
the point. One dares to hope that this approach can also refocus 
the needs of some patients who come to clinic too often and too 
regularly, whose organic condition presents an ill-defined picture, 
and whose management in clinic eventually becomes routinized 
and unproductive. 

Several hospitals in various parts of the country are attempt- 
ing to treat, on psychosomatic wards and in psychosomatic 
clinics, patients whose condition does not present leading organic 
symptoms. The 1948 annual report of The New York Hospital 
describes the results of two years’ work of such a clinic as follows: 

Duriog the past two years 889 patients suffering from emotional dis- 
turbance in relation to adverse life situations were seen in the phychoso- 
matic clinic. Of these, 690 were followed for more than a year. The 
patients ranged in age from 5 to 69 years and presented in addition to 
their emotional difficulty the symptoms tpf such conditions as bronchial 
asthma, hypertension, vasomotor rhinitis, migraine, urticaria, h>pogIycemia, 
dermatitis, peptic ulcer, mucous colitis, ulcerative colitis and phenomena 
of muscle tension. Of the 690 who could be followed, 113 were considered 
by their physicians to be symptomatically and basically improved; 234 were 
considered only symptomatically improved. Of the 343 who were unim- 
proved, X91 attended the clinic for less than a month and of these 92 
received no treatment If those who received no treatment were excluded, 
10% were basically improved, 38% were symptomatically improved, and 
43% unimproved. 

A variety of therapeutic procedures was employed, the greatest help 
coming from reassurance and emotional support of the physician and free 
expression on the part of the patient of conflicts and feelings. In some 
cases beneflt was derived from advice concerning habits, attitudes and 
acti\ities, cxpbnation of psychopb>'sioIogical processes, reassurance concern- 
ing the absence of neoplastic or infectious diseases, conference with other 
members of the family and attempts to modify life situations. S>7nplomaUc 
drug therapy was helpful in some, in others free expression of emotions 
was aided by the intravenous use of sodium amyial and by dream anal}’sis. 
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Great help was derived from the acUve participation of a most able mem- 
her of the Soaal Service Department. An average of only nine hours per 
paricnt was spent and no patient received more than eighty-five hours of 
cliiuc rime during the tno j-ears of observation. From analysis of the ex- 
penence to date it is possibie to ssy tbxC ia a somewfiat selected group fn 
a medical out-patient depjiDneol. tmdammtd and fasting improvement 
may be cycled in more than half by the methods which may be employed 
in this clinic. The most powerful therapeutic force stems from the ability 
of the physician to inculcate in the patient faith in himself and the capacity 
to recogniae and deal constructively with his problems. This usually in- 
volves a reorientation of attitude and entahs far more than a personal 
attachment to the physician. Only when he has acquired such faith and 
confidence is it possible for him to abandon the costly, inappropriate, 
emergcDcy patterns and deal directly and constructively with threats and 
challenges of day-by-day living.** 


The psychosomatic clinic at Duke University Hospital co- 
operates with other clinics in the outpatient department and gives 
consultation and nursing service on the wards as part of a 
research, demonstration, and service project. Dr. Maurice Green- 
hill, director of the clinic, in cooperation with leaders in public 
health nursing in North Carolina and with the help of a nurse 
mental hygiene consultant, is using the center to orient public 
health nurses employed throughout the state to the purposes of 
mental hygiene. A number of other leading hospitals have estab- 
lished psy^osomatic clinics and wards. 


CHILD HEALTH CONFERENCES 

Perhaps some of us have grown so ^customed to "selling,” 
setting up, running, and following up child health conferences 
that we do not always see them as the yeasty health activity that 
they are. However, one never bears a public health nurse — or 
anyone else — question the basic concept of the child health con- 
ference. One wonders why we gave up some years ago the name 
"well baby” or "well child” conference, and whether the old 
name— still used in some places— is not both simpler and 
stronger. 

There are certain strengths inherent in well baby conferences. 
Mothers and babies come to the conference, which means that 
the motier has some degree of readiness for what can be learned 
there Most of the babies are reMveZy ‘Veil" and therefore 
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the mother has some concrete evidence of achievement to 
present. The babies belong- to the chronological age group that 
can react most quickly and enduringly to good care. We have 
an opportunity to observe, to approach mothers and babies with 
perception, and to fortify the relationship between them. Often 
the preschool child is also brought to the conference and we can 
observe his relationships with his mother and the baby and help 
with the problems usual at* his age. The group reached by the 
child health conference thus grows in a natural way. At the con- 
ference the preschool children may experimentally make contact 
with one another. Sometimes this is their first opportunity to 
approach children of their own age. One mother observes an- 
other and watches the way other mothers respond to the situa- 
tion and handle their babies. Thus a great deal of interaction is 
going on which, added to the help that mothers are given by the 
nurse and physician, makes the conference an important experi- 
ence. 

The conference serves an ever-widening group that grows in 
a natural way. The mothers who attend are not a complete cross 
section of the community but they do represent so large and 
varied a group that the community as a whole is iniluenced by 
what they learn about bringing up children. Few of the children 
who come to child health conference are ill or disabled and there- 
fore their parents are more free to consider the small, satisfying 
incidents of daily life than are the parents of children who must 
be cared lor in a special and taxing way. 

Perhaps more vital than any other aspect of this work is the 
fact that because the baby grows, the mother feels the necessity 
for bringing him back continuously to well baby conference for 
information on how best to work with the increasing emotional 
and physical stature of her child. Natural growth creates an 
opportimity for care in contrast to the continuous demand made 
by the inroads of a disease. The care of the growing child is 
different, too, from that of the convalescent. Here, in a some- 
what controlled situation, we have continuity caused by natural 
development. In the words of Dr. Walter Bauer, this is more than 
“passive health.” “ It is no anticlimax to say, accepting the wide 
range of the normal, that we do see babies in well baby conferences 
who are more puny than otbem, who have feeding difficulties, 
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who may be developing comparaUvely slowly or “differently ” 
whose mothers do not always feel the. urge for continuity of 
attendance at child health conference. 

This natural, ongoing characteristic of the well baby confer- 
ence has led to its use for study and research in child develop- 
ment and family relationships. Among a number of such projects, 
well known to us, are the work of Dr. Margaret E. Fries in 
well baby clinic at the New York ‘Infirmary for Women and 
Children; Dr. David Levy’s participation in a child health con- 
ference of the New York City Department of Health; ‘the par- 
tidpation of Dr. Frances Ilg, of the former Clinic of Child 
Development, New Haven, Connecticut, in local well baby con- 
ference; the work of Dr. Paul Lemkau and his staff in the Eastern 
Health District in Baltimore; and that of the late Dr. C. Ander- 
son Aldrich in Eocbester, Minnesota. The latter shows in some 
aspects almost amusing proof of the vitality of the child health 
conference. The staff of this project Intends to follow the chil- 
dren seen in the conferences up to the age of twenty-one for 
study and possible verification of the concepts and methods used. 
But new babies keep coming into the situation. The result, one 
understands, is a pyramiding of opportunity that is a little start- 
ling even to the project staff itself. 

Other careful research projects associated with well baby 
conferences are now in beginning stages. At some future time 
we shall be able to read the results of their studies of growth 
and devlopment. If one talks with public health nurses who are 
participating in these projects one realizes that they are ob- 
serving the patients with new understanding and that little facts 
come to have more and more meaning to them. “One mother 
always holds her baby out away from her.” “One baby never 
smiles except occasionally very faintly and, the mother says, 
never has. He seems to reflect the sadness in the mother’s own 
face.” “A preschool boy who came to the conference never 
seemed to know that his baby brother was there, even when they 
were in physical contact.” “The baby had a dirty neck. The 
mother was so uneasy for some reason on this first visit that I 
decided not to point it out to her and show her how to wash it.” 

We can take pride in the attitudes and methods of nurses 
in many of our well baby conferences. It is here that the valuable 
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“developmental record” has had its greatest use and that we have 
tried to use our knowledge of normal growth. We know that 
we must add to this as opportunity permits. Already we recog- 
nize that normal development includes not only gain in size, 
improved nutrition, and maturation of the body systems and re- 
sulting motor skills, but combined with this, the way in which 
the child begins and continues to use himself as a separate person 
in relation to other people; There is still some reliance on our 
part on what the anthropologist might call “magic” in our teach- 
ing in well baby conferences. That is, sometimes we still offer 
to mothers so-called facts or axioms that have become almost a 
ritual with one or another of us because they have been used so 
often, though the actual usefulness of such information may 
need re-examination. Occasionally we take refuge in such axioms 
defensively because we do not feel well informed on the subject 
about which the mother asks. Also, some of us may become 
somewhat panicky as we realize the importance the well baby 
conference has — not only in our own minds but in the minds of 
other professional groups. However, if we become frightened 
at the magnitude of the opportunity and the responsibility, we 
shall do less well than we have in the past. Perhaps we can trust 
ourselves to grow slowly and soundly along with our child health 
conferences. 



Chapters 

NURSE AND MATERNITY 
PATIENT 


In some ways it is illogical to offer a separate chapter on the 
work of the nurse with the maternity patient. To do so may 
seem to isolate the experience of maternity from the patient’s 
other experiences and, by the same token, to differentiate the 
service which the nurse gives from other aspects of nursing 
cate. Writing along this line about the antepartum period. Dr. 
M. Edward Davis says: 

One can no longer plan for the care of women during pregnancy without 
planning for their general health, the prevention of disease, and the sub* 
sequent are of their children. Adequate prenatal care today is the best 
type of preventive medicine. It includes a careful and complete physical 
exanunation to uncover indpient or obvious disease. It should include an 
X-ray of the chest to rule out tuberculosis, the are of the teeth, a complete 
ejumination of the blood to detect syphilis, anemia, and Co determine the 
RH factor, and X-ray pelvimetry to determine the adequacy of the birth 
canal. Prenatal care is educaciooat for it should teach the mother the 
essentials of nutrition, the care of herself, and the care of her newborn 
baby. Thus, it represents a cross-section of modem medicine with enapha-us 
on prevention rather than cure.® 

The nurse does not disassociate the maternity period from 
other health problems of the mother or ever think of the mother 
during this period apart from her family. However, although 
the patient reacts to her pregnancy according to the kind of 
person she may be, new factors are added at this time, some 
temporarily, some permanently, which create a special situation. 
The maternity cycle seems also to act as a precipitant, bringing 
out whatever assets or difficulties already exist. The old saying 
that a pregnant woman is ''herself, only more so” seems to apply 
here. 

Maternity nursing appeals to many public health nurses. Here 
the nurse comes close to the roots of our population. The new- 
born infant represents a fresh start, even though heredity and 
familial attitudes and customs link him with previous genera- 
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tions. Often the family feels this new impetus. If the nurse has 
children of her own or would welcome them, she finds this phase 
of her work satisfying so long as she safeguards her relation- 
ship with the patient by some understanding of her feelings. 

However, perhaps just because work with maternity patients 
can be exceptionally satisfying, it can also be very discouraging. 
One bears discouragement or dismay most often expressed by 
public health nurses who work very intensively in a given com- 
munity and have little opportunity to see or hear about the ma- 
ternity health program as it functions nationally or in a state 
or area. All surveys show us that the maternity program is 
“spotty” as one compares one state with another, rural areas 
with urban areas, and one racial or economic group with an- 
other. If a nurse is working hard, with the odds against her in 
a relatively deprived community, it is difficult for her to gain 
the perspective that comes from seemg the scope of the ma- 
ternity and child health program as a whole. She is only too well 
aware, to quote Br. Davis again, that “It is this segment of our 
population [the underprivileged one-fifth of the number of 
pregnant women] which has the highest birth rate, the poorest 
economic level, the highest maternal and infant mortality.”*^ 
She knows that it is almost impossible for many of the families 
with whom she is working to welcome another child. She is con- 
cerned because children in these large families may have to share 
the attention of parents and other basic elements of security such 
as food and shelter, to the point of meager living and actual 
hardship. 

The picture is different, although elements of discouragement 
also exist, for the public health nurse in areas where there is 
greater economic security or where medical resources are ade- 
quate. For instance, in a so-called sophisticated urban area, 
pregnancy is often imwelcome, in spite of relative abundance of 
time, money, and medical resource, because it interferes with 
personal or family plans or because it conflicts with some indi- 
vidual attitude on the part of the mother. 

Therefore, all public health nurses need close contact with 
maternity and child health consultants or with other informed 
supervisory staff so that they may know the maternity situation 
for the nation as a whole, and the plans and possibilities for 
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such as tteir own. Leaders in this field agree that no one 
pta of organiMtron is appropriate to all communities. Pro- 
pains and methods should be and have been adapted to the 
locality m which they operate. Ruth Taylor, Director of the 
Nursing Section, Division of Health Services, Children's Bureau, 
summanzes the work of the nurse in a number of these pro- 
grains.^ She also emphasizes Ihe Deed for more public health 
nurses with additional training in maternity work, including 
midwifery, both to help in carrying out the program in health 
centers and to aid in the organization and consultation aspects 
of the programs. 

In considering personnel one is constantly reminded of the 
shortage of obstetricians and consequently of the burden which 
must be carried by general practitioners. America's Health 
reports: 


There are less than 1,900 obstetricians certified by the Ameiicaa Board 
of Obstetrics and Cynecoloiy. Nearly ball ol these are in the twelve 
metropolitan areas of over 1,000,000 population. Two states have only 
one certified specialist In obstetrics; four others have only two each. The 
total number of doctors who limit tbeir practice to obstetrics is 4,076. 
General practitioners with vaiyin; degrees of training in obstetrics driiver 
a large proportion of the mothers and usually without recourse to assist- 
ance when needed from specialists.'* 


If it is true that we use our energies to better advantage and 
are less unrealistically disheartened or encouraged by local con- 
ditions when we see the problem of maternity care broadly, 
statistics which show progress over the last thirty years, and 
especially during the last decade, are appropriate here even 
though this information is readily available elsewhere. 

The past decade has witnessed phenomenal changes in maternal and 
child health in the United States. Each year since 1935 there has been a 
progressive decrease in the hazards which beset mothers in childbirth as 
well as their newborn babies. In 1935 some 58.2 mothers in every 10,000 
women who gave birth to living children did not survive to raise their 
offspring. In 194s, the last year for which official vital staU'stics are avail- 
able, this figure has been reduced to 20.J. Unofficial figures for 1946 and 
1947 indicate a continuing downward trend in maternal mortality. The 
saving of lives can be better visualized in the total figures, for in i9$S> 
12,544 women did not survive tbeir pr^nancies whereas in 1945 these 
figures had been reduced to S.66S. in spite of a 25 percent increase in total 
births.** 



I08 THE PUBLIC HEALTH NURSE AND HER PATIENT 

tions. Often the family feels this new impetus. If the nurse has 
children of her own or would welcome them, she finds this phase 
of her work satisfying so long as she safeguards her relation- 
ship with the patient by some understanding of her feelings. 

However, perhaps just because work with maternity patients 
can be exceptionally satisfying, it can also be very discouraging. 
One hears discouragement or dismay most often expressed by 
public health nurses who work very intensively in a given com- 
munity and have little opportunity to see or hear about the ma- 
ternity health program as it functions nationally or in a state 
or area. All surveys show us that the maternity program is 
“spotty” as one compares one state with another, rural areas 
with urban areas, and one racial or economic group with an- 
other. If a nurse is working hard, with the odds against her in 
a relatively deprived community, it is difficult for her to gain 
the perspective that comes from seeing the scope of the ma- 
ternity and child health program as a whole. She is only too well 
aware, to quote Dr. Davis again, that “It is this segment of out 
population [the underprivileged one-fifth of the number of 
pregnant women] which has the highest birth rate, the poorest 
economic level, the highest maternal and infant mortality.”®* 
She knows that it is almost impossible for many of the families 
with whom she is working to welcome another child. She is con- 
cerned because children in these large families may have to share 
the attention of parents and other basic elements of security such 
as food and shelter, to the point of meager living and actual 
hardship. 

The picture is different, although elements of discouragement 
also exist, for the public health nurse in areas where there is 
greater economic security or where medical resources are ade- 
quate. For instance, in a so-called sophisticated urban area, 
pregnancy is often unwelcome, in spite of relative abundance of 
time, money, and medical resources, because it interferes with 
personal or family plans or because it conflicts with some indi- 
vidual attitude on the part of the mother. 

Therefore, all public health nurses need close contact with 
maternity and child health consultants or with other informed 
supervisory staff so that they may know the maternity situation 
for the nation as a whole, and the plans and possibilities for 
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ar^ such as Uieir own. Leaders in this field agree that no one 
p m of orgamzauon is appropriate to all communities. Pro- 
grams and methods should be and have been adapted to the 
ocahty in which they operate. Ruth Taylor, Director of the 
Nursing Section, Division of Health Services, Children's Bureau, 
summarizes the work of the nurse in a number of these pro- 
grams. She also emphasizes the need for more pubh'c health 
nurses with additional training in maternity work, including 
nudwifery, both to help in carrying out the program in health 
centers and to aid in the organization and consultation aspects 
of the programs. 


In considering personnel one is constantly reminded of the 
shortage of obstetricians and consequently of the burden which 
must be carried by general practitioners. America's Health 
reports: 


There are less than 1,90a ohstetricuns certified by the American Board 
of Obstetrics and Gynecology. Nearly half ©f these arc in the twelve 
metropolitan areas of over t, 000, 000 population. Two states have only 
one certified specialist ia obstetrics; four others have only two each. The 
total number of doctors who limit their practice to obstetrics is 4,076. 
General practitioners with varying degrees of training in obstetrics deliver 
a large proportion of the mothers and usually without recourse to assist- 
ance when needed from specialisU.'* 


If it is true that we use our energies to better advantage and 
are less unrealistically disheartened or encouraged by local con- 
ditions when we see the problem of maternity care broadly, 
statistics which show progress over the last thirty years, and 
especially during the last decade, are appropriate here even 
though this information is readily available elsewhere. 

The past decade has witnessed pbeDomeual changes in maternal and 
child health ia the United States, Each year sance 1935 there has been a 
progressive decrease in the hazards which beset mothers in childbirth as 
well as their newborn babies. In 1935 some $8.2 mothers in every 10,000 
women who gave birth to living ebadrea did not survive to raise their 
offspring. In 194s, the last year for which official vital statistics are avail- 
able, this figure has been reduced to 20.7. Unofficial figures for 1946 and 
1947 indicate a continuing downward trend in maternal mortality. The 
saving of lives can be better visualized in the total figures, for in 1935, 
12 544 women did not survive their pregnancies whereas in 1945 these 
fig^ires had been reduced to s,668, in spite of a 23 percent increase in total 
births.® 
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A summary of the larger factors responsible for this im- 
provement is given in Americans Health: 

The quality of obstetric care given by obstetricians and general practi- 
tioners has been responsible in a large measure for the great progess in the 
past decade, aided by such advances as the sulfas, penicillin, and strepto- 
mycin, the wider use of blood transfusions and plasma. X-ray examination 
of the pelvis, better nutrition, and higher qualifications for the training 
and licensing of midwives. The emphasis on breast feeding and on rooming 
the mother and baby together in the hospital, the growing concern for 
emotional security of mother and baby and the whole family, newer 
methods of anesthesia, and the growing interest in natural childbirth — 
all these have contributed to improving the health and well-being of mother 
and baby.”** 

The preservation of the lives of mothers and babies is of 
paramount importance to any country. Furthermore, the 
mother’s ill health or death weakens the family group or destroys 
it and, like the pebble dropped m the pool, affects a wide circle 
of people. For such reasons funds and personnel have been 
available for as careful and complete surveys as can be made. 
The fact that there is authenticated knowledge of the situation 
as it is now with regard to maternal and child health, that there 
are possibilities for the community organization of programs 
which seem feasible, and that technical knowledge has advanced 
means that any maternity work which the nurse does can in- 
creasingly be linked to resources that are of proved value. The 
nurse’s knowledge of human behavior helps her to understand 
the administrative problems involved in setting up and maintain- 
ing a program appropriate to her community, and to recognize 
the difficulties and attitudes of those responsible for the pro- 
gram. But no understanding of human behavior can take the 
place of medical resources. 

No matter how good an understanding the nurse may have 
of the emotional needs and difficulties of the maternity patients 
with whom she works, successful work from a mental hygiene 
point of view necessitates a workable, available program for the 
instruction and care of mothers, or the prospect — not too remote 
— that such can be set up. Granted the existence of such a pro- 
gram, the public health nurse will be able through Instruction and 
care to help the pregnant woman understand what is offered 
and how to use this help. It is interesting, however, that even 
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when they know that exceBent resources exist, many pregnant 
TOmen are unwilling to avaU themselves of this help. Through 
er individual work with these paUents, the nurse will under- 
stand attitudes and emotional difficulties that are blocking 
them. There are other prospective mothers who, while accepting 
tne safeguard of medical care, need consistent contact with the 
nurse to confirm what th^ have learned, to help them in making 
plans, and to give them an opportunity to discuss the emotional 
problems that may be besetting them. 


ANTEPARTUM PERIOD 

The prenatal visit can be no stereotyped affair whether it 
takes place in the clinic or in the home. When a survey of public 
health nursing was made in 1931-1932, it was found that the 
prenatal work of the nurse, as far as home visits were concerned, 
led in quality the seven nursing services. The survey offered the 
following reason for this high performance: 

The cooCeot 0/ the preoaUl visit has heea so dtSnitely defined (hat i( 
can be easily iearaed by the nurse, no natter what her eapeiience in pro- 
natal care may have been as an under^duate student. A prenatal visit . . . 
involves definite points of tnstrucUon and observation for specific periods 
during pregnancy. . . . There is, therefore, specific and tangible content 
for the nurse to leam and to appJy in her prenatal service." 

We now realize that, like many statements intended to be inter- 
preted broadly, this comment can be taken so narrowly as to 
make a prenatal visit seem a routine affair. Such an attitude 
breeds resistance in the patient and dissatisfaction in the nurse. 
We all know that pregnancy is an individual experience and we 
are not satisfied to use the same methods in all prenatal visits. 
We feel the need for material suited to each patient — the ma- 
ture, informed woman as well as the inexperienced girl Some 
of the "specific content” we have acquired may be appropriate 
at one time but not at another; some of it may be usable with 
one patient but not with another. Again we see the usefulness of 
a sound body of technical infonnation which can be applied 
flexibly to the needs of the individual, as the patient shows us, 
in ways he may or may not realize, what his needs are.* 



112 the PUBLIC HEALTH NURSE AND HER PATIENT 

Emotional Reactions Related to the Pregnancy Itself. Pro- 
found physiological changes take place in all pregnant "women 
and these changes have an emotional accompaniment. We under- 
stand that pregnancy is a normal, physiological process. Some- 
times we may confuse “normal” with “insignificant” without 
quite realizing that we are doing so. “No organ escapes the 
stimulus provided by gestation,” Dr. Ruth A. Robishaw said 
in an address on the significance of maternal health. The state- 
ment has been made that, although pregnancy is a normal physio- 
logical process, no process can so quickly become complicated 
or pathological. 

The emotional difficulty sometimes experienced by a woman in 
the first or second month of her pregnancy may be a normal 
accompaniment of physiological change. When the nurse visits 
the patient, she may find her in despair, railing against her fate, 
and sometimes even ready to injure herself to escape from it. 
She is not interested in a medical examination. Financial worries 
and other family problems assume greater proportions than 
ever. The woman is like a creature in a trap. The nurse feels 
that now, if ever, she has a problem on her hands. She returns 
for the next visit with some trepidation, often to find the patient 
serenely going about her daily life, of which the pregnancy seems 
to have become an accepted part 

Keeping in mind the reason for at least part of this phenome- 
non, the nurse is better able to help a distressed woman when 
she finds her at the height of her physiplogicai reaction. It would 
seem to be no time to enlarge on the beauties of motherhood; 
no time to take too seriously the patient’s discussion of her hus- 
band’s shortcomings. Neither would it seem appropriate to 
attempt to argue the patient out of her prevailing mood. To 
the patient, her mood is reality. If the nurse has not experienced 
pregnancy herself, possibly she may understand the patient’s 
conviction that life is generally hopeless from her own occasional 
depression before the onset of menstruation. At this time she 
feels that her former optinusm was ridiculous, that now she 
sees clearly. Then she finds she has been merely a victim of an- 
other, if less far-reaching, normal physiological process. UTicn 
the patient is In this mood, perhaps the nurse can assume the 
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role of listener. She will understand that her job of interesting 
ae patient m regular medical care or of helping her to institute 
a regime for the pregnancy may meet with greater success in a 
subsequent visit. However, there is some indicab'on that the 
patient s anxieties may mount in the third trimester.®’* 

There is not complete agreement that many pregnant women 
experience marked changes of mood. The study, Anxiety in Preg- 
nancy and Childbirth, previously quoted in connection with 
mothers’ clubs, reported that while all but three of twenty-seven 
women studied showed mood changes, these were ’’not usually 
marked, although in a few instances they were conspicuous.” It 
was also shown that the severe mood changes occurred in women 
who had experienced such upheavals prior to pregnancy.®’* 
Although the pregnancy may have been planned and the baby 
may be anticipated with happiness, the early months of preg- 
nancy are likely to be a period when the patient Is more than 
usually introspective because she is preoccupied with her own 
sensations and emotions. During the later months, a new physio- 
logical balance has been achieved and tissues are being built up 
and reserves stored for the nursing period. The late months of 
pregnancy are commonly ones of anticipation when the mother 
is planning for the time when the baby shall have arrived and 
is receptive to thoughts of the future. This is often the right 
moment for the nurse to make suggestions as to layette and 


trays, and to consider the care of the baby. At best, however, this 
is a generalization and the nurse may find many exceptions to it. 
Sometimes, when a mother shows great pressure to accomplish 
the details of preparation as early and as fast as possible, the 
nurse recognizes a symptom of anxiety. She may hnd that the 
mother who has her trays and supplies prepared during the 
first few months of pregnancy is the tense pregnant woman rather 
than the woman who is a “quick learner.” 

Hopefully, the path of the pregnant woman will be a fairly 
smooth one either by reason of fortunate circumstances or be- 
cause of the woman’s strengths. Nurses who have been working 
with pregnant women for a long time null recaU the firm belief of 
earlier times in prenatal influences, will remember the reaction 
of denial of such direct influence on the embryo, and are aware 
of the current acceptance of the influence of the mother's physical 
and emotional state upon the unborn child. In an early chapter 
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of Mind and Body^ Dr, Flanders Dunbar writes: 

As yet no one knows very much about the effect upon the child of the 
mother’s mental and emotional experiences during pregnancy. There used 
to be an imposing volume of legend which attributed to these experiences 
all sorts of peculiarities. . . . Exaggeration caused a healthy reaction, but 
we are swinging back now to a realization that there is such a thing as 
prenatal inQueace and we must set ourselves the task of finding out what 
it is. . . . Enough is known now to prove that both physical and mental 
characteristics depend to some degree upon experiences in the prenatal 
period. . . . There is also good reason to believe that if the mother is 
subjected to severe emotional strain during pregnancy, it may have an 
effect upon the unborn child. This may be in part because of a change of 
nourishment due to chemical reaction; it may be in the transmission of 
more subtle infiuences between mother and child.** 

A common reaction to pregnancy is fear. Since at present the 
danger that the mother will die cannot be eliminated entirely 
from any of the three periods of the maternity cycle, this fear 
is to some extent founded on reality. However, the experience 
that many women are having today with the method of delivery 
known as natural childbirth suggests that fear of death and the 
fear of pain can be considerably lessened and perhaps eliminated 
entirely in pregnant women who are prepared for delivery by this 
method. Many of us have known numbers of women who have 
had babies by natural childbirth. If fear has been a part of 
this experience at any time, it seems to have been only the kind 
of fear that any decently humble human being knows almost 
daily in meeting the heavy demands of a job or some crisis of 
daily life. By practice and writing, the British obstetrician Dr. 
Grantly Dick Read has done much to stimulate the use of the 
natural childbirth method in this country. It is so successfully 
used here, however, that one sees it docs not depend on an un- 
usual gift for working with people such as Dr. Read possesses. 

Many of us at least have a grasp of the theory on which this 
method is based. Delivery is not considered as a dangerous, 
traumatic crisis but rather as a natural piece of work (or which 
the mother can prepare herself, physically and emotionally, dur- 
ing pregnancy. Relaxation helps muscles to yield; anxiety on the 
other hand tightens muscles so that mother and unborn baby 
fight each other during the necessary enlargement of the ccpiIX, 
resulting in pain for the mother and in some degree of exhaustion 
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for the baby. The prenatal period is a time of speciflc training in 
methods of relaxation, in building muscle tone, and in appro- 
priate use of the body. During the early stages of delivery the 
mother is followed closely, reassured, and reminded if necessary 
of the methods she has learned. Her husband is with her and 
helps her instead of being relegated to the corridor or solarium. 
The mother is fully conscious, she participates during all stages 
of labor, and is given her baby immediately upon delivery, before 
the placenta has been delivered. The mother who has her baby 
by natural childbirth no longer need experience the compara- 
tively slow recovery from a generalized anesthesia. She is very 
tired after delivery, but there is a difference between the e^aus- 
tion caused by pain and that which follows voluntary expenditure 
of all the strength and energy one possesses, P““- 

Not every woman can undertake natural childbirth. A certain 
body build,^freedom from physical impairment such “ 

, j. „_j *>,. cecuriiv that comes from satisfactory 

s,.ra“.r t - 

this reason, and because .t;,, deliver their 

able to benefit by ^esia, and with varying degrees of 

babies in pain or ^during the antepartum period, 

fear, conscious or Mconscm , symptoms as the per- 

Fear can be as ‘.pelves. Some women literally do 

sonalities of the them or bow the baby will 

not know what is “’“"S P thmt the baby will be bom 

be born. We still find w . g jj tje physician is not 

by bursting through ‘ Japs not all are merely 

i to deliver. Of thts' „n,™rehension 


..scovered in a college woman “ ^,d 

courses in biology which '^'’^^ductlonT perhaps because of 
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through her knowledge of anatomy and physiology, the nurse 
will know how to reassure the uninformed patient by simple 
explanations and can urge the further reassurance that comes 
from medical examination. 

Superstitions relating to pregnancy are often a source of fear. 
Superstitious beliefs die hard and cannot always be uprooted 
by scientific explanations. In fact, there are so many instances 
of marked babi^ tluit we ourselves cannot honestly say that we 
are unmoved by the superstition. To rid ourselves or our patients 
of obstinate doubts we turn to our scientific training. We can 
offer to the patient the facts of anatomy and physiology, realiz* 
ing that no mere “wipe-out” of the old concept by the new can 
be achieved, and yet that as new ideas prove their worth useless 
superstitions may lose their power to cause fear. The fear of 
marking the baby is worth dispelling when we can do so, for not 
only is it a burden to the mother, but it means that the baby 
grows up in a home where it is believed that mischance has 
touched him and perhaps will continue to follow him. 

If some member of her family or her husband’s family has 
had a physical or mental illness and the mother knows that the 
illness or a tendency to it may be passed on to her baby, her 
fear may have a basis in reality. In such cases, accurate knowl- 
edge on the part of the nurse, and medical advice, can be helpful. 

We know, however, that fear for the baby’s condition may 
result from a variety of other causes not so easy to recognize. 
For example, the patient may suffer from a sense of wrong- 
doing or may be afraid that she has injured herself or the baby 
because she has attempted an abortion or used contraceptives. 
She may not tell the nurse why she is afraid but the nurse is 
often able to trace such fear to its source and to allay it with 
actuality. On the other hand, fear may have no such direct tie-up. 
It may result from guilt about sex matters in general, perhaps 
due to the manner in which a woman first received this informa- 
tion or to conditioning experiences previous to or early in mar- 
riage. Such a feeling of guilt does not always sail imder its true 
colors. Sometimes it appears as a vague anxiety about things in 
general. Sometimes it underlies physical symptoms for which no 
organic cause can be found. In extreme instances, when the pa- 
tient is in deep conflict between her sense of guilt and the fact 
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of her pregnancy, an actual neurosis nr psychnsis may develop. 
Anxiety of this kind often explains why a woman resists her 
pregnancy and at the same time the services of the nurse. It has 
been suggested, on the basis of study, that a tendency to woriy 
about a number of apparently unrelated matters may be “a de- 
pendable index of basic amriety proneness.” 

Many patients have had experiences with former pregnancies 
that definitely condition them for or against the present preg- 
nancy. One can understand that a woman whose previous labor 
h!« been exceptionally difficult, who has been delivered of a 
stillborn child, or who is beyond the usual childbearing age may 
well be afraid of labor both for herself and for the baby. How- 
ever, this is hopeful ground for the nurse. Careful medical and 
nursing supervision and class discussion can help to allay the 
fear. And if a “good" baby is successfully born, the particular 
bugaboo may be laid forever. 

In a study of primiparae, eleven reasons that mothers gave 
for not wanting a baby are listed.^® The word “fear” appears 
four times among these reasons and might have appeared oftener 
if the replies had been discussed with the mothers and further 
analyzed. The four fears were: fear concerning heredity; super- 
stitions and fear of markings; fear of pregnancy and delivery; 
fear of effect of birth control. 

Emotional Reactions Related to Personality Pattern or Par- 
ticular Strains. It would be misleading to attempt to list or dis- 
cuss a series of problems specific to pregnancy other than those 
dependent on physiological changes, and perhaps those based 
on fear. One even hesitates to include problems based on fear 
because patients show this emotion in such a variety of direct 
and indirect ways. To set up a list of problems as specific to 


pregnancy would be to isolate a certain period in the life of an 
individual, limiting cause and effect to the nine months of preg- 
nancy. A cross section of the experiences of the nurse with many 
pregnant women, while showing conditions which repeat them- 
selves often enough to need study, has a limiting effect on the 
nurse’s attitude toward the individual patient. 

On the other hand, a longitudinal section of the life of the in- 
dividual maternity patient may be more revealing and clarifying. 
In other words, it seems of more value to study each pregnancy 
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in relation to the mothers^ personality pattern and to the whole 
situation of that mother and family than to fit our thinking 
around certain formulated problems of pregnancy. This ap- 
proach later helps the nurse to understand the individual mother’s 
methods with her children. If the nurse’s relationship with the 
family continues, she will be helping this same individual to 
meet still other situations. She may find she was wrong in some 
of her previous thinking, but new developments will always be 
related to what has occurred. A long-time view also helps the 
nurse to avoid overemphasis on this phase of the mother’s life. 
Dr. Frederick W. Dershimer, writing on this subject, suggests 
that society has made it difficult for women to accept pregnancy 
naturally. “The same amount of attention to eating would make 
most of us have nervous indigestion.” 


What kind of woman accepts and carries through a pregnancy 
with serenity and happiness? What emotional stability need she 
have achieved? One might suggest that she needs to be mature 
emotionally to the point where welcomes a pregnancy because 
she wants a child for its own sake, has no anxiety or guilt con- 
cerning the sex relationship in marriage, and, in general, has the 
ability to solve or if necessary to carry her conflicts and prob- 
lems without too much strain. 

It is obvious that one can achieve physical maturity without 
being mature emotionally. A woman may be well on in preg- 
nancy or have borne several children and still be emotionally a 
child. Perhaps the mother is still very much her mother’s or 
her father’s daughter; perhaps, as substitute for these parents, 
she unconsciously needs her husband’s protection and direction 
as a father. It would be difficult to welcome a pregnancy if one 
unconsciously wanted to be a daughter rather than a mother. 

Familiar situations begin to fall in line as one carries this 
thought along. We remember the young mother who became un- 
reasonably irritated with her husband during pregnancy and 
spent most of the time at her own mother’s home. We remember 
the mother who felt during pregnancy that she should be 
“babied” by her husband and other members of the family, that 
every whim should be satisfied. There is the mother who, the 
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record states, “acts like a baby herself.” We recall the mother 
whom the nurse described with accuracy as treaUng her new 
baby “like a doll," interested in the dainty layette but quickly 
tiring of the baby’s care and frightened by the slightest emer- 
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Sometimes the underlying factors are reflected indirectly in fear 
of the pregnancy or in rejection of it. An example, taken from 
a nursing record reads: 

Mrs. S. is seven months pregnant. Does not want the baby. Says she 
will not nurse it. Thinks the idea of breast feeding “disgusting.” Says she 
is a rather frigid person and that her sister is the same way. She never did 
like “petting.” Now it makes her sick when her husband comes near her. 

The nurse who visited this mother had recorded the mother’s 
comments as interesting and, to her, unusual, but she did not 
understand their connection with the mother’s unwillingness to 
follow the usual preparation for breast feeding. When the case 
was discussed in staff conference it was suggested that it might 
be appropriate, if the physician approved, to substitute bottle 
feeding without further emphasis on the advisability of breast 
feeding. 

To dub this or that patient emotionally immature may be to 
“diagnose” and may bring us a certain relief because we have 
found a category in which to place a difficult patient; it may also 
be our refuge in a moment of inadequacy. On the other band, 
the value in the nurse’s awareness of such emotional factors lies 
in her recognition that she has here an added means for meeting 
the patient’s needs. Emotional immaturity may explain an un- 
wanted pregnancy, for example, and in turn, the patient’s lack 
of interest in what the nurse has to give, or perhaps her actual 
resistance to the work of the nurse. Similarly, emotional imma- 
turity may cause the patient to seek dependence on the nurse. 


Poverty, and the attendant problems of bad housing and 
overwork, poor physique, frequent pregnancies, and the break- 
do^vn of marital happiness under these and other strains can 
combine to exhaust the physical and emotional reserves of any 
woman. The nurse cannot help being concerned by these reality 
situations. However, it may be pointed out here again that no 
life can be considered apart from the person who is living it. 
Whether circumstances are tolerable or intolerable, remediable, 
partially remediable, or hopeless depends to a large extent on 
the personality of the individual who is called upon to face them. 

Nevertheless, a group of pre^ant women who lived in a large 
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city evidenced cieariy that their atUtudes toward having a baby 
were inducnced by the immediate environmental situation. They 
had wanted to get their bills paid, to find adequate housing -a 
place of their own — before becoming pregnant. 
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are inexci^ably indulging themselves by their behavior; or we 
reveal a similar lack of understanding by rushing to the defense 
of the patient against what seems to be an accusation. An instance 
of the latter attitude is available in which the nurse knew patient 
and family long enough to see the story rounded out. A woman 
of forty-two who had six living children, the oldest of them a 
married daughter, became pregnant. At first she was openly 
resentful and ‘‘ashamed.’* She wept and appeared very unhappy. 
Gradually she did less and less housework, relying on her hus- 
band, who worked nights, to carry this responsibility. She became 
dizzy and vomited frequently. Presently she began to spend 
most of the day in bed, though the clinic which she attended 
had not recommended this. The nurse was more disturbed over 
the physical symptoms of this late pregnancy than over the possi- 
bility that these symptoms could represent a last rebellion against 
the pregnancy, and felt that the clinic conceivably had with- 
held help which the patient needed. On the nurse’s next visit 
the patient was not at home. She had found herself a job “work- 
ing in tobacco.” She explained when the nurse next saw her 
that she wanted to forget the baby. She continued this work for 
four months without any physical discomfort whatever, giving 
it up only when time of delivery approached. The mother was 
delivered of a healthy boy baby. Neighbors and friends visited, 
bringing gifts and admiring the baby. The mother was proud of 
him. She smd to the nurse, “How do you suppose I could have 
not wanted him and made myself so miserable about it?” Later 
the baby had pneumonia. When the nurse visited to assist in his 
care the mother said, “I suppose I am being punished for not 
wanting him before be was born. None of the other children 
ever had pneumonia,” This illustration even in its bare outline 
suggests a rejection of pregnancy showing itself in probable con- 
version symptoms, the difficulty of the nurse in accepting the 
symptoms as such even though the patient had the protection of 
medical care, and the carry-over of the mother’s antepartum at- 
titude in her feeling that she was being punished by later events 
in the baby's life. 

These circumstances did not work out disastrously. Somebmes, 
however, a deep resistance to pregnancy persists, so intense as 
to include rejection of life itself. We know that consciously or 
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unconsciously the mother may wish to die to escape from what 
is, to her, an intolerable situation. In fact, as we know, she may 
bring about her own death. 

It seems obvious that many mothers who are unable to offer 
either health or a secure family life to their children become 
pregnant, and that women who might well bear children are not 
doing so. In fact, the nurse herself may be one of the latter, 
which may complicate her own attitude and that of the patient 
in a way she may not recognize. Granted she can help the mother 
by accepting the fact that the mother does not want her preg- 
nancy, she may also be able to stimulate the courage and energy 
of this mother if her own attitude toward the carrying on of life 
has achieved some measure of authentic buoyancy with which 
the mother can to a certain extent identify. 


In contrast to the women who reject a pregnancy, there are 
others who “overwant” their babies. On first acquaintance with 
these patients the nurse may feel that the welcome given her 
offers an opportunity for the enriched program previously men- 
tioned. Or she may fear that here is a mother who will welcome 
dependency on the nurse. Further observation may lead her to 
think that the mother’s eagerness is a neurotic reaction; here, 
instead of encouraging this attitude because of her pleasure in 
a receptive patient, she will help to establish in the patient a 
better emotional balance so that she will feel her pregnancy is 
only one of the important factors in her life. 

Mothers who have waited years for a pregnancy are among 
the outstanding examples of this attitude. Illustrations at hand 
vary from the woman whose five-year wait for a child resulted 
only in good care of herself during pregnancy without oversolici- 
tousness for the baby, to the following extreme example of an 
“overwanted” pregnancy. A Jewish woman of thirty-five had 
been delivered of a stillborn baby fourteen years before. No 
subsequent pregnancy occurred imtil the recent one which, the 
mother believed, took place because she had asked a rabbi to 
pray for her. In gratitude for this the mother pledged herself 
to send money weekly for the rest of her life to help the rabbi’s 
work in “the old country.” The baby was delivered by Cesarean 
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s^tion fallowing a pregnancy during which the mother requested 
almost daily calls from the nurse and visited her physician more 
often than he thought necessary. The baby boy showed feeding 
difficulties and temper tantrums which were obviously related to 
the mothers tension and oversolicitude. A succession of physi- 
cians whom the mother consulted tried to make this clear to her. 
In fact, one pediatrician suggested a temporary placement of the 
child away from home. After four years of accepting and under- 
standing the mother’s terriRc sense of responsibility, the nurse 
reported that the mother had become sufficiently relaxed to allow 
the child to feed himself and to play out of doors without her. 

It would be superficial not to question, in turn, the cause of 
this overemphasis on the part of the mother. In this Jewish 
mother its origin might he to some extent in the racial tradition 
which expects a woman to produce sons. Family relationships 
form the background for other instances. Perhaps the mother 
feels, consciously or unconsciously, that a child will take the place 
of an unsatisfying relationship with her husband. Another situa- 
tion, frequently observed, is overemphasis on a pregnancy which 
the mother realizes will be her last because of the death of her 
husband, because of her own health condition, or because she 
is passing the age of childbearing. 

DELIVERY 

The public health nurse’s actual delivery service is centered 
in the home delivery. Again we are confronted with the uneven- 
ness of resources and practice throughout the country. 

The high tide in the number of births in the United States was reached 
in ig47, with 5,910,000 babies bom. Nearly 80 per cent of all these babies 
were bom in hospitals. Eighty-four per cent of white mothers had their 
babies in hospitals, as compared with only 40 per cent of non-white 
mothers; 2 per cent of white births were uoatt«3<Jed by a physician, whereas 
*8 per cent of non-white had no medical care. City dwellers had 91 per 
cent of their babies in hospiUls, but in the country this percentage fell to 
61." 

Thus, one talks with a nurse in a certain medium-sized eastern 
city and finds that one hundred per cent of the deliveries in her 
current maternity case load take place in hospital. One talks with 
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unconsciously the mother may wish to die to escape from what 
is, to her, an intolerable situation. In fact, as we know, she may 
bring about her own death. 

It seems obvious that many mothers who are imable to offer 
either health or a secure fanuly life to their children become 
pregnant, and that women who might well bear children are not 
doing so. In fact, the nurse herself may be one of the latter, 
which may complicate her own attitude and that of the patient 
in a way she may not recognize. Granted she can help the mother 
by accepting the fact that the mother does not want her preg- 
nanQT, she may also be able to stimulate the courage and energy 
of this mother if her own attitude toward the carrying on of life 
has achieved some measure of authentic buoyancy with which 
the mother can to a certmn extent identify. 


In contrast to the women who reject a pregnancy, there are 
others who “overwant” their babies. On first acquaintance with 
these patients the nurse may feel that the welcome given her 
offers an opportunity for the enriched program previously men- 
tioned. Or she may fear that here is a mother who will welcome 
dependency on the nurse. Further observation may lead her to 
think that the mother’s eagerness is a neurotic reaction; here, 
instead of encouraging this attitude because of her pleasure in 
a receptive patient, she will help to establish in the patient a 
better emotional balance so that she will feel her pregnancy is 
only one of the important factors in her life. 

Mothers who have waited years for a pregnancy are among 
the outstanding examples of this attitude. Illustrations at hand 
vary from the woman whose five-year wait for a child resulted 
only in good care of herself during pregnancy without oversolici- 
lousness for the baby, to the following extreme example of an 
“overwanted” pregnancy. A Jewish woman of thirty-five had 
been delivered of a stillborn baby fourteen years before. No 
subsequent pregnancy occurred until the recent one which, the 
mother believed, took place because she had asked a rabbi to 
pray for her. In gratitude for this the mother pledged herself 
to send money weekly for the rest of her life to help the rabbi’s 
work in “the old country.” The baby was delivered by Cesarean 
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s^tion following a pregnancy durmg which the mother requested 
almost daily calls from the nurse and visited her physician more 
often than he thought necessary. The baby boy showed feeding 
difiiculties and temper tantrums which were obviously related to 
the mother’s tension and oversoKcitude. A succession of physi- 
cians whom the mother consulted tried to make this clear to her. 
In fact, one pediatrician suggested a temporary placement of the 
child away from home. After four years of accepting and under- 
standing the mother’s terrific sense of responsibility, the nurse 
reported that the mother had become sufficiently relaxed to allow 
the child to feed himself and to play out of doors without her. 

It would be superficial not to question, in turn, the cause of 
this overemphasis on the part of the mother. In this Jewish 
mother its origin might lie to some extent in the racial tradition 
which expects a woman to produce sons. Family relationships 
form the background for other instances. Perhaps the mother 
feels, consciously or unconsciously, tbat a child will take the place 
of on unsatisfying relationship with her husband. Another situa- 
tion, frequently observed, is overemphasis on a pregnancy which 
the mother realizes will be her last because of the death of her 
husband, because of her own health condition, or because she 
is passing the age of childbearing. 

DELIVERY 

The public health nurse’s actual delivery service is centered 
in the home deh'very. Again we are confronted with the uneven- 
ness of resources and practice throughout the country. 

The high tide in the number of births in the United States was reached 
in 194?, with 3,gio,ooo babies bom. Neatly 80 per cent of all these babies 
were bom in hospitals. Eighty-four per cent of white mothers had their 
babies in hospitals, as compared with only 40 per cent of non-white 
mothers; 2 per cent of white births were unattended by a physician, whereas 
23 per cent of non-white had no medical care. City dwellers had 91 per 
cent of their babies in hospitals, but in the country this percentage fell to 
61." 

Thus, one talks with a nutse in a certain medium-sized eastern 
city and finds that one hundred per cent of the deliveries in her 
current maternity case load take place in hospital. One talks with 
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a nurse in a certain area in the South and finds that home delivery 
has been an established and accepted custom for generations. 

If delivery is to take place at home, the nurse will have helped 
the mother to prepare room and supplies, will know what assist- 
ance can be expected from members of the family and others, 
and what plans have been made for running the household 
while the mother is imable to do so. 

The nurse knows that there is a margin of safety in prepa- 
ration for delivery below which she cannot work except in case 
of emergency. However, the question whether a mother is pre- 
pared for delivery is not one that is answered easily or in a routine 
way. One mother may have everything ready as far as the 
physical environment is concerned but be less prepared in strength 
and serenity than another woman whose plans for delivery and 
household remain incomplete. The latter may deliver easily by 
“natural childbirth” though she hs^ never heard of that method 
of delivery. 

Labor and delivery is the focus of any fear which the pregnant 
woman may have, whatever the causes of the fear. The fact that 
simple explanation of the anatomy and physiology of pregnancy 
helps to allay the fears of pregnant women has been mentioned. 
The experience of all nurses shows this to be true. However, our 
current instruction shows a change in emphasis. We give this 
instruction not only so that the mother may know what is hap- 
pening to her and the baby during pregnancy and delivery and 
what she may expect in the way of symptoms and feelings, but 
also so that she may know how best to use her bodily and emo- 
tional resources as delivery approaches and during delivery. 
Sometimes in the past we appear to have been most interested 
in helping the mother to guard herself and the baby against harm. 
Such matters of hygiene as height of heels, suspension of gar- 
ments, good judgment in the kind of work performed, have been, 
and are, important. However, we are learning more now about 
ways in which a woman can learn to use her body in pregnancy 
and delivery in addiUon to protecting it. 

POSTPARTUM PERIOD 

The work of the public health nurse during the postpartum 
period is greatly influenced by the trend toward hospital delivery 
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Md the immediate after-eare for mother and baby provided by 
the hospital. The fact that lie majority of babies the country 
over are bora in hospitals means that many public health nurses 
are not present at the deliveiy of patients with whom they work, 
and therefore that increasingly dose correlation between public 
health nursing agency and hospital is needed during the antepar- 
turn and postpartum periods if consistent service is to be given 
the maternity patient. 

There are special current aspects of this correlation. We re- 
alize that there is a shortage of maternity beds in hospitals and 
that during the second World War both lack of beds and lack 
of personnel, as well as new medical findings, led not only to 
early ambulation but to early discharge from the hospital. It is 
small wonder that many of us have confused early ambulatory 
care with early discharge and may have thought ^e two to be 
one and the same thing. During the war and in the period immedi- 
ately following, public health nurses sometimes found post- 
partum patients and their babies at home, discharged from hos- 
pital, before mailed report of delivery reached the nurse. As 
better methods of reporting developed, the pubHc health nurse 
accepted a heavier load of actual postpartum nursing as a neces- 
sity. Hospitals are still crowded but there is an increasing dif- 
ferentiation between early ambulation and early discharge. The 
patient is no longer routinely discharged on the third day. As 
practice increasingly steadies down in this respect, the public 
health nurse can expect Co find posfparfum patients aeacec tbdr 
normal status on return home than was true in the old days. 
Again this will vary with the individual patient. It is now realized 
that "third day postpartum” or "sixth day postpartum” is not a 
sufficiently individualized summary. More judgment of the pa- 
tient^s condition is required of the nurse as well as of the physi- 
cian. One well-known obstetrician believes that postpartum care 
of the maternity patient is JsrgeJy a nursing responsibility. 

Unfortunately, it has not always been possible for the public 
health nurse to visit the home promptly after the return of 
mother and baby from the hospital. This is perhaps especiaUy 
true during some of the winter months when nursing care of 
patients with acute upper respiratoiy infections and the like is 
heavy. Prompt follow-up is sometimes difficult durmg the summer 
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months too because of vacation schedules. Nurses express a feel- 
ing of considerable conflict over the fact that they often have to 
make a choice between bedside care of a sick patient and a visit 
to a newborn baby and his mother. Sometimes a month or more 
goes by before the latter visit can be made. We are sincere in our 
appreciation of the importance of this period for both mother 
and baby and in our belief that the nurse can be helpful during 
these early weeks; our inability to carry out our function is thus 
a deprivation both to the family and to the nurse herself. 

We may find some mothers handling and caring for their first 
babies in a surprisingly accustomed manner when we enter or 
re-enter the situation during the postpartum period — and new 
fathers showing much the same ease. These families have made 
many of the necessary early adjustments while mother and baby 
were still in hospital due to the “rooming-in” plan. Like the 
theories and methods of natural childbirth, the literature on 
rooming-in is becoming widely known throughout the coimtry 
and the method is being successfully tried in some hospitals. 
Mothers and babies occupy the same room, the mothers gradually 
taking over as much care of their babies as they wish, on a flexible 
schedule. Fathers can visit the hospital at times more convenient 
to them and can handle their babies and help in their care. The 
plan is carefully conducted so as to prevent fatigue on the part 
of mothers and to insure the sel^tion of parents who can best 
profit by the experience. 

As we see projects like the above coming into being, we are 
impressed by the need to listen to the patient with respect for 
his experience and point of view and with recognition of cultural 
patterns. We have sometimes worked too hard to achieve a 
separation between mother and newborn baby, perhaps sensing 
some artificiality in this ourselves and realizing that our aim 
was contrary to family patterns. Now we see the validity of 
some of those patterns when adequate medical safeguards are 
added. 

During the six-week postpartum period the work of the nurse 
is simplified if she has known the mother as an antepartum 
patient. She will know how the patient may be expected to react 
and can recognize what, for her, may be deviations from the 
normal. She can gauge more exactly the significance of such 
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behavior as the mother’s unwillingness to return to her physician 
for postiartum examination, confusion in taking up her house- 
hold duties, or difficulty in caring tor the baby. The fact that 
care during the postpartum period is so greatly simpMed by 
previous knowledge of the paUent shows again that it is the 
patient’s manner of meeb'ng her problems that is primarily im- 
portant, and not the problems themselves. 

A mother who recently added a fourth to her family of three 
small children is an illustration. The kitchen of this home re- 
sembles a day nursery — a baby wherever one looks — but the 
mother has the strength and interest to cope with the situation, 
which to her does not constitute a problem. Perhaps we meet 
more commonly the mother whose days seem to be a turmoil of 
work and effort after the arrival of a second baby and who tells 
the nurse never to let anyone delude her into thinking that two 
babies are oniy twice as many as one. 

Even when the nurse’s services are accepted as essential and 
her visits are therefore welcome during the postpartum period; 
Individual problems may arise which must be thought through. 
Why does one mother resist certain aspects of postpartum care? 
Is the dependence upon the nurse which another mother may now 
show for the hrst time the expected emotional lag of the post- 
partum patient? Is the behavior of a third verging on the 
abnormal? 

Certain familiar situations and reactions of patients stand out 
in the mind of any nurse as she considers women she has known 
during this period. 

One tas k which the nurse often finds left in her hands is the 
need to encourage the patient to return for her postpartum ex- 
amination at the close of the six-w^k period. So often the exami- 
nation seems unimportant to the patient. She is tired of taking 
care of herself and going to doctors. She is free of her physical 
burden and is enjoying her release. She will not be endangering 
the baby by failing to report for examination. She “feels all 
right" and the possibility of difficulty seems remote. Or she may 
be really ignorant of the reason for an examination of this kind. 
Perhaps her physician has not followed the leaders of his pro- 
fession in suggesting postpartum examination. Or her reason 
for resisting the examination daring the antepartum period may 
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endocrine disturbance during lactation: “Mother depressed, 
nervo^^. Thinks she is not going to get well. Worries about the 
baby.” And later, “Patient beginning to feel better. More cheer- 
ful. Coes out every day. Does not feel confused any more. 
Doesn’t seem to think so much about her own condition.” 

If a postpartum patient shows persistent or unusual confusion 
and depression, the nurse will work even more closely than usual 
with the physician, realizing that these symptoms may indicate 
a developing psychosis, it has been suggested that the nurse has 
a special responsibility to be alert to symptoms of psychosis in 
the latter weeks of the postpartum period because the patient 
is then as a rule not so dosely in touch with her physician as 
during the antepartum period or the days immediately following 
delivery. Furthermore, the patient’s family may be slow to recog- 
nize her condition, since, as studies show, abnormal symptoms 
in the postpartum patient are characteristically those of depres- 
sion rather than of the more spectacular excitement observable 
in the psychosis during pregnancy. 

PSYCHOSES DURING THE MATERNITY CYCLE 

Df. Philip Piker, in an article published in the American 
Journal of Obstetrics and Gynecology, summarizes in an espe- 
cially helpful way some of the material available on psychoses 
occurring during the maternity cycle.®* He repeats the statement, 
familiar to us, that “there is no psychosis of pregnancy.” Never- 
theless, it can be shown that “of all females who suffer from 
psychoses of various sorts, almost nine per cent develop their 
mental disorder in connection with the reproductive experience. 
Since pregnancy is so frequently the precipitating factor in the 
breakdown of a woman who is potentially unstable, the author 
suggests that the interest of the obstetrician “can no longer be 
confined to the pelvic outlet.” An instance of obstetrics pracUced 
with this broader purpose is the work of the psychiatrist, Dr. 
Lloyd J. Thompson, now of the Bowman Gray School of Medi- 
cine, Wake Forest College, Winston-Salem, North Carolina. As 
part of a community program, he routinely interviewed all primi- 
parae reporting to the antepartum clinic of the New Haven Hos- 
pital. Dr. Thompson found that the great majonty of these 
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makes the patient feel that identification with the nurse is worth 

while. 

This is one of the most difhcult and thought-provoking points 
in the application of mental health concepts to public health nurs- 
ing, and raises in some people^s minds an apparent conflict between 
the two. On the one hand, the community holds the nurse, among 
others, responsible for teaching health to people. Teaching 
health frequently must include, for example, the attempt to con- 
vince a patient that it is advisable for him to go to a sanatorium 
or in other ways radically to change the course of his life. Not 
only is the nurse held responsible for “progress” in many such 
instances, but pressure, sometimes political pressure, may be 
brought to bear on the organiaation of which she is a member 
to “show results.” On the other hand, the nurse is dealing with 
the complex lives of people. It is a question how far we may in- 
trude on them. Perhaps it is possible to reconcile the two points 
of view when we realize that our recognition of people’s com- 
plexity and the ways in which the nurse may relate to her patients 
and their health problems is just as literally pubHc health nurs- 
ing as the application of medical facts. 

The ways we have discussed of bridging the gap in the rela- 
tionship between patient and nurse are appropriate to the nurse 
who covers large areas and who sees her patients seldom, or for 
the most part in groups, as well as to the nurse who carries an 
urban case load. At some time In the future, rural areas will have 
a more adequate ratio of nurses to population so that the nurse 
will have more opportunity for individual work. However, all 
nurses, under whatever conditions they work, can ask them- 
selves, “What do I represent to the patient?” "What does this 
patient or group want?” and act on the answers they find to 
these questions. 

The development of a working relationship between nurse 
and patient may be a slow process, and for this reason rural 
nurses may have the advantage. Nothing hurries the turn of 
the seasons or the succession of the crops. Those who live or work 
in the country come to a useful realization that growth takes 
time. A mother seen by the nurse bnefly and only once may come 
back to the nurse a year later. The relationship may not have 
stood still meanwhile. The interest which finally brought the 
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THE patient's FAMILY 

Up to this point discussion has centered upon the woman her- 
self as she passes through the phases of the maternity cycle. 
The patient's family has been brought into the picture only to 
suggest some of the ways in which her relationship with her 
parents or with her husband affects her reaction to pregnancy, 
and to point out that such methods as natural childbirth and 
rooming-in can foster a satisfying relationship between the two 
parents and between both parents and the newborn child. How- 
ever, it is apparent that pregnancy and the postpartum period 
affect all members of the family. Many nursing organizations are 
making a definite attempt to satisfy the interest of fathers. For 
example, the response of prospective fathers to classes in the 
health aspects of pregnancy and in infant care has been en- 
couraging. It seems true that in the past we have identified our- 
selves with the prospective mother without sufficient considera- 
tion of the father, who actually may be the most helpful person 
in a given family. 

In over a hundred antepartum situations listed by nurses in 
one organization as presenting special difficulties, about one-sixth 
were considered to be problems because of difficult family rela- 
tionships apparently intensified by the pregnancy and later by the 
presence of the newborn baby. A number of these difficulties 
related to the young children in the family. For the most part 
the records described the children showing difficult behavior 
during the pregnancy of the mother and upon the arrival of the 
new baby as “spoiled, dependent, and unprepared for the new 
baby.” If the nurse considers maternity work as a part of family 
health work, she will wish to recognize just such problems as 
these and to help the family solve them. 

It is a common experience for the nurse to find that parents 
feel quite unprepared to give their small children answers to 
the questions they usually ask, such as why the mother looks 
different during her 'pregnancy and where the baby came from. 

We are familiar with the traditional explanations of baying the 
baby, finding the baby under a cabbie leaf, and many others 
which serve as a temporary escape from embarrassment, at the 
cost, ultimately, of some of the child’s trust in the parents. A 
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logical opportunity for giving the child information which he 
requests in words or behavior exists in the everyday situations 
such as bathing, dressing, and the like, or when the child asks 
questions about what he has observed. ■ 

Not infrequently a mother .asks, the help of the nurse in tell- 
ing her older children of her pregnancy. Such requests for help 
would seem to require in each case that the nurse try to think 
through the probable reasons for the parents’ inability to handle 
this situation themselves. Perhaps they merely lack the vocabu- 
lary and could best help their children themselves if aided by 
reading or explanation. Perhaps the mother is feeling her way 
out of a tradition of silence regarding sex matters, but still finds 
herself unable to put her new principles into practice. Perhaps 
inability to discuss the coming baby with the children, especially 
the older ones, is an indication of an imsatisfactory relationship 
between parents and children. If she finds that certain parents 
are not able to talk to their children simply and easily as occa- 
sion arises, the nurse needs to make in each case the further 
decision whether she herself is the appropriate person to help 
these particular children; or whether there may not be someone 
else wiA whom they customarily discuss matters of importance 
to them who could be called upon for help. 

During the postpartum period the children in the family, espe- 
cially the yoim'gestj have to face a difficult problem, for they 
must share with a newcomer their most fundamental possessions 
— parents and home. Preparing the child for the new baby was 
suggested above as a practical opportunity for meeting his in- 
terest in sex matters. Actually, preparing him to share with a 
new family member includes much more than this. It might be 
seen as a process beginning at the child’s own birth, so that his 
security as a very necessary member of the household may be 
deep-rooted, as well as his feeling that at least part of the time 
it is fun to do things for himself. If the mother waits until the 
new baby is almost there and then attempts to wean the child 
from the bottle or to toilet-train him because she realizes she 
cannot cope with the physical care of two babies, the older child 
may be frightened and anger^ at the sudden demands on him. 
The demands may be made doubly puzzling by the fact that his 
mother seems in some way different. For example, a four-year- 
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old boy, an only child, had been allowed to spend all his time 
with his mother. At the time when his mother was tiearins 
delivery, he was quite unable to play by bimsell and was be- 
mldered and unhappy because his mother could not play with 
him. Perhaps such. difficulty .wiJI show in temper tantrums or 
aggressive behavior toward the mother and later toward the new 
baby. Perhaps the child will find it easier to regress still further 
into infantile ways so that mstead of playing the part of the 
older child on the arrival of the baby he will be more of a baby 
than ever, wanting to be* fed, forgetting his toilet training/ de- 
manding to be held. This behavior>is expected of the babyj why 
not of him? '* • 

The following are brief excerpts from records showing some- ■ 
thing of this kind apparently taking place: 


Since the birth of the new bal^r, John insists on getting into his parents’ 
bed at night. He must hold bis father’s hand In going to sleep. He stiffens 
out when his p^arents attempt to cany through anything with’ him. The 
parents believe all this happened on his* week’s visit to Boston.during Jh'e 
mother’s delivery of the new baby. He cried all the lime there* and* re- 
turned in poor condition. Mother told the nurse the child .was well trained, 
but the nurse’s record shows be was a premature baby, had’an inadequate 
diet during his early months, (hen was overfed; that the ‘ mother _had, sot 
hecn interested in Imioing the child. ,/* '■ * 

Child is very jealous of the baby. Has a history of sudden' weaning and 
toilet training shortly before the birth of the baby. Now* very aggressive. 
Hits out. Is negativistic. Kicked and cried when the nurse wanted to weigh 
him. 

Mary (hd well until the coming of the new baby. Now she talks baby- 
talk and shows jealousy. She bites her fingernails and toenails. She shows 
what seems to be attention-getting behavior. The grandmother babies her. 

Jealous of new baby. Aggresavc. Not getting on well with o^ers and 
is expected to play like a much older child. Mother not spending much 
time with this cbilJ now. 

Jane insists on being fed. She has regressed in this as well as in toilet 
training since the birth of her younger aster. Mother scolds and spanks 
and grandparents sympathize with the child. Child shows stubborn re- 
sistance to the things she is asked to do. 

, Robert has been ‘’spoiled.” He seems to get more attention than the 
baby. If the baby does not finish his bottle, Robert will Uke it from bm 
and dri^ the rest. 



chapter 2 

TEACHING HEALTH 

^ PART I «€- 

The Relationship between Nurse and Patient 

The teaching of health may seem to be a simpler matter than 
it was some years ago. At least it is easier to get in touch with 
large numbers of people. Community organization for health 
has been growing stronger and there is less duplication of effort 
between agencies. Our system of communication, including mo- 
tion pictures, radio, and television, has grown so rapidly that 
it is possible to bring information about health matters to large 
and widespread audiences. 

Some of this information is essential and well presented. 
However, some of it, though valid enough in itself, is overem- 
phasized for 'commercial r^ons, and occasionally some infor- 
mation seems downright invalid. Furthermore, broad informa- 
tive programs, however excellent they may be, often need 
supplementation or even rectification in order to be appropriate 
to individuals. Therefore it continues to be necessary that the 
nurse meet the patient and his family, whether or not health 
information is available through more impersonal channeb. 

When a public health nurse meets a patient for the first time, 
a new situation is created and a jiew reJatinnship may b^gin 
between these two people, one which we hope will result in pro- 
ductive work. However, we realize that the situation is not 
completely “new.” Both nurse and patient have lived a con- 
siderable number of years, each in hb own way. In addition to 
thb, almost everyone in any community has some preconceived 
idea of what it is the nurse can do, or wants to do. An increasing 
number of people realize that she has a useful knowledge of 
health matters and for thb reason will wbh to learn all that 
she can offer, will seek her out, and will use the information well. 
However, many families still tlunk of the public health nurse 
primarily as a bedside nurse, to be called in an emergency. Others 
would like to become dependent upon the nurse in matters of 
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the whole idea made her “ack.” Her attitude toward the 
mother’s pregnancy seemed to the nurse a miserable beginning 
/or the girl’s own adult life, indicating as it did poorly digested 
information and perhaps difficult family relationships. 


This chapter has emphasized some of the emotional reactions 
of maternity parents to pregnancy and to the delivery and post- 
partum periods, as these reactions aSect the work ol the nurse. 
While the patient’s attitude and behavior are influenced by the 
fact of her maternity and by current surrounding circumstances, 
they depend primarily upon the patient as an individual. The 
patient's pregnancy and the arrival of the baby affect the other 
members of the family as well as the mother. Furthermore, the 
mother’s attitude toward her pregnancy and delivery is carried 
over in her subsequent care of the newborn child. Here, as in 
her other acti\dties, the family is the nurse’s unit of work. As 
was suggested in the introductory chapter, the maternity work of 
the public health nurse can be a direct and specific contribution 
to the mental health of the individual and the community. 



Chapter 1 

mental hygiene in public 

HEALTH NUKSING 


*»> INTRODUCTION 


If one talked with nurses in various parts of this counto^ eleven 
years ago, when the first edition of this book was written, one 
bad the feeling they wished^and sometimes expected — that 
mental hygiene coufd offer the nursing profession a form of Ten 
Commandments, easily applicable to crowded days and large 
case loads. Our case loads still are large and our days busy, 
whether we work in city districts or in rural areas. However, 
although we may sometimes Jong for someone to tell us what to 
say or what to “do next," as a professional group we seem to 
have passed the stage when we, like many others, expected mental 
hygiene to give us blanket definitions as to “right" and “wrong” 
procedure in work with people. Today there is a growing recog- 
nition that mental hygiene offers no such short cut but rather an 
informed, deliberate, observant method of working, a habit of 
stopping to think what the behavior of the patient and others 
may mean in relation to a situation and how the nurse herself 
relates to it.* Nurses ask themselves questions such as these: 
What do I know that seems valid in situations of this kind and 
in this specific situation? How best can I put to use what I know? 
How can I learn more? 

No easy substitute exists for the processes which lead to such 
increased understanding. Mental hygiene can never be a sooth- 
ing contribution to professional equipment and point of view. 

It is too stimulating for that. One cannot escape from the con- 
stant need to weigh circumstances and behavior once one has 
accepted this way of working. Furthermore, it may be unsettling 
to find that outgrown attitudes or beliefs must be left behind 
as understanding of oneself and of others grows. 


* “Behavior” is used in thfa book as meaoinc tit entire respotue er ajustmm 
pattern of the individual}* “SituaUon” is used soaewhat loosely lo include Ue 
factors which exist outside the individuals involved and the ‘ntwnal factors as I t 
as we know them — the personality mafce-tip ertiich results both /roni_ wborn 
tendencies and Srom past nienaJ factors. Their interaction m a given instance 
constitutes the “situation.” 
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cated beings whom perhaps we once enjoyed. Such artiliciality 
on our part would be unfortunate, because the friendly affection 
for children which often makes a nurse a sort of Pied Piper 
as she walks along a city block or enters a schoolhouse is valu- 
able to both child and nurse. Although there are controversial 
ar^, it is reassuring and stimofating to find that materials about 
child growth and development are becoming more coordinated 
and valid and can give us a clearer insight into our work with 
children and their families. 

We have gone a long way toward protecting the lives and 
health of infants and children. America's Health, previously 
quoted, shows that the mortality rate for children of preschool 
age was cut in half during the period from 1933 to 1945 and 
that the death rate of children from five to fourteen years of age 
was almost halved during the same period.'® Progress has also 
been made in reducing the deaths of infants after one month of 
age. Vet we stiil have far to go. Of tie chjldren who die during 
their first year, two>tliirds die in the first month. More Infant 
deaths are attributable to premature birth than to any other 
factor, though it has been sbown that specialized hospital facili- 
ties could reduce the general death rate due to this cause by 
about half. The nationwide, state-by-staie study conducted by the 
Amencan Academy of Pediatrics in cooperation with the United 
States Children’s Bureau and the United States Public Health 
Service showed that children in some states receive only half 
as much care as do children in other states and that for the 
former, care is inadequate, spotty, or lacking.® Nurses who have 
been in the field for a long time have seen shifts in the incidence 
of the illnesses common to children and realize that'accidents, 
rheumatic fever, and heart disease now head the list. Such facts 
as these are part- of our reality picture, and help to focus public 
health work including the work of the public health nurse. 

The family — or some substitute for it — forms the child's emo- 
tional and cultural environment and much of the nurse's work 
is done with parents or other members of the household rather 
than directly with the young child himself. The attitudes of the 
members of the family, and of the nurse, have a bearing on the 
child’s reactions and behavior. Although a child is bom with a 
certain constitution and with his own individual tendencies, an 
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Uasa of Ms environment. Ita aSorts to avoid givins offense to this fac- 
“"'““"“‘-‘t* Iathet_in order to eseape to threats of 
PM and the loss of love, give rise to the germ of an internal conscienee or 
monitor, And about this duster all his later aeguisitions for adjustment 
Mposed by society. By the time the bey and girl have reached the age of 
five or thereabouts they have had to /ace this, probably the most important, 
<alJ for adjustment. The mastery of (be so-called Oedipus complex is prob- 
ably never achieved completely. Traces, of hostility between sons and 
fathers and' between daughters and mothers can be discerned among well- 
adjusted people.** 


In this excerpt Dr. Glueck has described in part the first three 
phases of development of the infant and young child according 
to the Freudian psychoanalytic school of thought, although he 
has not specifically named them. The usual nomenclature found 
in the psychoanalytic literature to describe the successive phases 
of child development — each tenn based on the most noticeable 
behavior of the child during that period — is as follows: the oral 
phase) the anal phase, the oedi'pal period, the latency period, 
puberty, and adolescence. 

The nurse is helped by familiarity with the well-developed 
concepts that these terras represent, for, whether or not she and 
the professional groups with which she works accept them in 
their entirety, they provide her with a useful frame of reference. 
They give hec a necessary background of information which she 
may apply in her work and with which she may compare the 
modifications of these concepts, or departures from them that 
emerge from the research or clinical experience of leaders in such 
• disciplines' as .psychiatry, psychology, and anthropology. The 
nurse soon realizes that the phases of development named above 
are not clear-cut, that they merge impercepUbly into one another. 
She also understands that the cluld may become fixated on any 
of these levels of development or may return to a previous level 
if the growng-up process becomes too hard for him. We have 
seen children who apparently have been successfully weaned, but 
who demand the breast or bottle again after an illness or when 
they see an infant sibling being fed in this way. One does not 
refer here to the occasional demand on the part of a child that 
be be “babied” or to the expected “acddenls” in toilet training, 
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but rather to the insistent demand of a child that he be cared 
for in ways that we had thought he had relinquished. 

Dr. Irene M. Josselyn, of the Michael Reese Hospital in 
Chicago, describes these successive phases in her publication, 
Psychosocial Development of Childrenf’^ She writes of the ex- 
pectation that a child will be able “normally” to move from one 
developmental phase to the next: “Maturation proceeds smoothly 
from one level to the next under situations meeting two condi- 
tions: adequate emotional gratification at the lower level and 
experiences both actual and emotional that indicate it is safe to 
leave one level of adjustment and explore a higher one.” “Safe” 
here means psychologically safe from the child’s point of view. 
An excerpt from a nurse’s record illustrate this: 

In the last few months John has learned to play much better with the 
children next door. At first be had to run home all the time to check up on 
whether bis mother was there and he even seemed afraid the house wordd 
vanish. Now he seems to realize that his house and his mother stay the 
same and he only goes home occasionally to show his mother something. 
She even has to call him for lunch. 

Dr. Josselyn’s book is espedally helpful to nurses not only 
because it shows the child’s growth from the self-centeredness of 
the young infant to an increasing awareness of the people around 
him and the consequent building of relationships with them, but 
also because it shows this growth, to some extent, in relation to 
the child’s physiological maturation and in relation to the de- 
mands that society makes upon him. These are the demands that 
he shall be “trained,” that he go to school and leam to be a mem- 
ber of a larger, more impersonal group, that he get ready to 
found and support a family of his own. The demands and the 
resources of society constitute the cultural factors that surround 
and influence the individual during all of his life. Sometimes we 
forget how much society offers us in our awareness of how much 
it demands from us. 

As is true of the individual, any family is like all other families 
in some ways, like many other families in some aspects of family 
life, but different from any other family that we know in a few 
of its attitudes and practices. All parents expect, for example, 
that their children ultimately will be toilet trained, and a con- 
siderable number share with their neighbors the expectation that 
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this will take place promptly and that the mother should work 
hard to bring it about. And because of her own unique combina- 
tion of attitudes and experiences, a particular mother may be 
intensely compelled to train a baby to be “clean” when he is in 
infancy. We ate aware that people in our society have certain 
common atUtudes and ways of behaving. We also see that ea* 
family U different from others and that the nurse needs to study 
each family’s way of life if she expects to work intensively on 
behalf of the children in the family. 

The family’s way of Ufe includes not only the land of muted 

outside the ^ If the father is kindly, this power 

and fasanaung to the dnld. afraid, 

of the world outside jf^,pendence and become a part 

when the Ume comes, t ,5 ^on- 
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sistent in Ms suggesUons actually is exerting autho- 

the cMld that it is the situation ° ^ „ dominating 

rity and not the lather alone. « ^ ^ “discipline,” the 

or has been obliged tn ,ebel against constituted 
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executive, an ^ 'j^hution from the individual. 

obedience without creative roles of mother and 

The line of demar^Uon ^ .j, appeared 

father as just described interested in the physical care 

to be. Fathers arc boooi™“8 finding, and dressing 

of babies. Many are ‘ , V father’s care as well as of 

them so that the babies, ngectlon they give to the 

the mother’s, feel for him ^ either from necessity or 

.other. At the ".,3terious outside wortd.” 

oreference, may be a part or 
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having responsibilities toward jobs as well as homes. Howevei, 
though it is true that some aspects of the masculine and feminine 
roles may be developing along a slowly converging line, at least 
they have not met, as witness the conflict of the man who admires 
his wife’s professional interests and abilities but wants the satis- 
faction of supporting her; and the woman who wants the inde- 
pendence of a job but at the same time the comforting protection 
of her husband. 

Occasionally an actual reversal of roles takes place, a situa- 
tion which needs recognition and acceptance by the nurse. In one 
family, for example, an injured war veteran did a good job of 
taking care of home and children while his wife contributed the 
weekly pay envelope. Both appeared happy in their occupations. 
The father’s monthly compensation check helped to solve any 
conflict he may have had by giving him a feeling of earning. The 
mother’s occasional attempt to care for the home so upset the 
household that she appeared glad to return to the business world, 
which was more comprehensible to her. In a sense this was an 
adjustment which worked well. However, it is difficult to see how 
the children in such a family could successfully establish their 
masculinity or femininity, psychologically, through identiflcation 
with the parent of the same sex. 

In the experience of the nurse some fathers do not play their 
classic role in a way that is helpful to the child. Any nurse can 
recall in this connection fathers whose presence at home means 
the repression of the normal activities of other members of the 
family, and sometimes actual fear and need for protection. For 
example, if the father is the introduction to the world outside 
and, for the daughter, her first acquaintance with grown men, 
the predicament of many girls in families where an old-world 
tradition prevails is significant; their subjugation to the father 
often leads to rebellion against him. An interview with a father 
in which the nurse suggests to him that he is giving his children 
a warped idea of power may be difficult to imagine. And yet an 
appeal to a man for the good use of his strength seems sound 
enough, especially when one considers that strength used to 
dominate is often based on some insecurity in the man himself. 

The following instance serves to emphasize the point. IVhen 
the mother of a family was suddenly hospitalized, the father did 
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not know how to.cnie for two boys, five and six years old. It was 
summer and the father was at work all day. He commanded the 
boys to stay in the house, but they slipped away to play. The neat 
day he chained them securely to heavy furniture, and the nurse 
found them so. The nurse sought the father out on his construe- 
Uon job, wondering what kind of individual he would prove to 
be. She found a man at his wit’s end from worry about his wife 
and fear that their two boys would be injured on the street He 
said, “I scare them good so that they don't get hurt.” The nurse 
replied, "You just make them afr<dd of yow, then how can you 
help them?” 

The following example comes from a different type of home 
— one of considerable mutual understanding and financial ease. 
This father’s business took him away from home for days at a 
time, so that he saw comparatively little of his five-year-old son, 
the only child in the family. This boy was timid when away from 
his own home. He feared crowds, elevators, busses, and did not 
like to play with more than one other child at a time. He pre- 
ferred quiet occupations and did not know how to play boys’ 
games. The mother herself suggested in conierence that he saw 
too little of his father, though she connected this with his lack 
of play activities rather than with his fears. She explained that 
the father was tired when he came home from traveling and felt 
he should rest. This man, however, was one who could be ap- 
proached directly about the boy’s problem, and the mother did 
so. The father had thought be was meeting the boy’s needs by 
providiog for him so comfortably. When he realized that his son 
needed his companionship be was first surprised and then pro- 
foundly pleased. In this instance, the father’s intelligent partici- 
pation — his assumption of the whole father role — gradually gave 
the child security to venture away from his own familiar house 
and garden. In other words, the child became able to function as 
a separate individual on the basis of a closer relationship with 
bis father. 

These were examples of fairly successful departures from the 
role of mother or father, or of temporary misunderstanding of 
the role. We would not call this behavior maladjusted. Beyond 
this, though, we see the unsuccessful behavior of parents who, 
as individuals and in their relationship with each other, are un- 
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fulfilled and unhappy. We have seen the way in which such a 
parent may cling to a child, becoming the rival of the marriage 
partner in this, or may welcome and foster continued dependency 
on the part of the child in order that the parent may feel neces- 
sary to him. 

In describing the influence of this primary cultural unit — the 
family — on the child, Dr. Frederick Allen discusses family re- 
lationships as a balance of roles within the family that is of para- 
mount importance in determining whether or not the child can 
grow steadily toward the goal of becoming a sufficiently strong 
individual. In the early chapters of his book, Psychotherapy with 
Children, he discusses the significance of family roles in a way 
tl^t departs somewhat from Dr. Glueck’s description of the 
oedipal phase, previously quoted: 

A broader and more positive understanding of growth follows from a 
fimcUonal conception of the interrelated and concurrently operating forces 
in mother and father and cluld as they live Ibeir appropriate roles to- 
gether. In the failure of one or more roles, the entire balance of the family 
is disturbed. . . . Parents’ uncertainties and emotional entanglements, 
focused and intensided around the child, throw out of balance the neces- 
sary functions of mother and father roles. Tbe reactions of the child to 
these disturbances can distort further the family drama and lead, in some 
instances, to the determined, possessive drives frequently misinterpreted 
as incestuous in origm, but which actually may and do take on this meaning 
through the development of the struggle itself. . . . Ample illustration of 
the operation of these influences in modem family life can be drawn from 
tbe records of any child guidance clinic. We see how mothers strive to hold 
children as undifleicnliated parts of themselves and thus fail to give the 
natural love and direction children need to guide them in the affirmation 
and achievement of their own differences. We observe how a child may 
struggle against the demands of growth and attempt to retain the mother 
as a symbol of infancy, resenting strongly the father with whom be must 
share the mother. These are common clinical problems. Yet these reactions 
of father, mother, and child cannot be studied and treated as separate 
phenomena since they cannot, by the oaluie of life, be separate. They arc 
aspects of the drama of growth and of self-definition, not the outcome of 
a h>*potheUcal incestuous attachment of tbe child to the mother.* 

Hopefully, as the days and then the years go by, tbe child be- 
comes “a person in his own right.” At first he was completely 
dependent and able only to take from others. Gradually he could 
do more for himself and at tbe same time could learn to see and 
love those closest to Mm, and later other people who also formed 
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his environment. Dr. Allen calls this process one of continuing, 
successful separation of the child from those nearest to him so 
that he becomes increasingly more of a person himself, and at 
the same Ume U held less closely by his parents, who see him at 
first as almost a part of themselves. We may have thought of 
“separation” only as a painful experience or as withdrawal from 
others. The concept under discussion here shows its constmeuve 
aspect. Only relaUvely mature parents can gradually allow a 
child to become a separate person. Such parents are those who do 
not need to get their satisfactions from the child a one, but rathe 
have their own strengths and their own 
family situaUon. Under these 
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fulfilled and unhappy. We have seen the way in which such a 
parent may cling to a child, becoming the rival of the marriage 
partner in this, or may welcome and foster continued dependency 
on the part of the child in order that the parent may feel neces- 
sary to him. 

In describing the influence of this primary cultural unit — the 
family — on the child, Dr. Frederick Allen discusses family re- 
lationships as a balance of roles within the family that is of para- 
mount importance in determining whether or not the child can 
grow steadily toward the goal of becoming a sufficiently strong 
individual. In the early chapters of his book, Psychotherapy with 
Children, he discusses the significance of family roles in a way 
that departs somewhat from Dr. Glueck’s description of the 
oedipal phase, previously quoted: 

A bioadei and moie positive undentanding of giowth follows from a 
functional conception of the ioteirelated and concurrently operating forces 
in mother and father and child as they live their appropriate roles to- 
gether. In the failure of one or more roles, the entire balance of the family 
is disturbed. . . . Parents’ uncertainties and emotional entanglements, 
focused and intensified around the child, throw out of balance the neces- 
sary funaions of mother and father roles. The reactions of the child to 
these disturbances can distort further the famDy drama and lead, in some 
instances, to the detennined, possessive drives frequently misinterpreted 
as incestuous in origin, but which actually may and do take on this meaning 
through the development of the struggle itself. . . . Ample illustration of 
the operation of these infiuences in modem family life can be drawn from 
the records of any child guidance clinic. We see how mothers strive to hold 
children as undifferentiated parts of themselves and thus fail to give the 
siatural love and dweotion cluWrea need to guide Ibera in the affirmation 
and achievement of their own differences. We observe how a child may 
struggle against the denunds of growth and attempt to retain the mother 
as a symbol of infancy, resenting strongly the father with whom he must 
share the mother. These are common dinical problems. Yet these reactions 
of father, mother, and child cannot be studied and treated as separate 
phenomena since they cannot, by the nature of life, be separate. They arc 
aspects of the drama of growth and of self-definition, not the outcome of 
a b>potheticaI incestuous attachment of the child to the mother.* 

Hopefully, as the days and then the years go by, the child be- 
comes “a person in his own right.” At first he was completely 
dependent and able only to take from others. Gradually he could 
do more for himself and at the same time could learn to see and 
love those closest to him, and later other people who also formed 
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Us environmeDl. Dr. Allen calls this process one of contmuing, 
uccessful separation of the chfld from those nearest to him so 
that he becomes increasingly more of a person himself, and at 
we same time is held less closely by his parents, who see him at 
first as almost a part of themselves. We may have thought ot 
separation” only as a painful experience or as withdrawal from 
others. The concept under discussion here shows its constructive 
aspect. Only relatively mature parents can gradually allow a 
child to become a separate person. Such parents are those who do 
not need to get their satisfactions from the child alone, but rather 
have their own strengths and thdr own successful roles in the 
fanuly situation. Under these circumstances, Dr. Allen says, a 
balance of roles is achieved in family life rather than a stereo* 
type of the “good” mother or father. 

It has been shown that at every phase of his emotional devel* 
opment the child is influenced by his relation to his parents. But 
families usually include more than one child. Brothers and 
sisters enrich and complicate the growing-up process. The rela- 
tive positions of children in the family group are traditionally 
described as those of the “older child,” the “middle child,” and 
the “youngest child,” with the privileges, deprivations, and re- 
sponsibilities appropriate to each. Although these children may 
be born of the same parents, studies show that no two children 
in the family can be said to have quite the same emotional envi- 
ronment. One child may have been born at the early peak of the 


parents’ feeling for each other, a time, however, when there are 
still difficult adjustments to be made; another may have been 
born at a time of special financial difficulty. One child has been 
planned for, another has not. While the parents may love all 
their children, probably it is impossible for them to “feel the 
same” toward them owing to such factors as these. These diverse 
feelings unconsciously influence the way in which the parents 
direct the child or react to his behavior. To the child, the other 
children in the family bring varying relationship possibilities. 
Sometimes the older and the younger siblings are rivals; some- 
times the older siblings, like the parents, help the young child to 
independence and add to bis knowledge of life outside his home. 
Probably both these attitudes will exist. In all sibling relation- 
ships considerable ambivalence is present, the children ines- 
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capably feeling some jealousy while at the same time loving one 
another and presenting a strong family front to outsiders. The 
child’s relationships with his siblings, like his relationship with 
his parents, prepare him to live well or ill with other persons 
later on. 

Grandparents as well as parents may be a part of the house- 
hold. When this happens, not only additional persons but a third 
generation becomes part of the home and of the child’s environ- 
ment. This older generation may not really be very old chrono- 
logically, and may be active, informed, and helpful. On the other 
hand, grandparents may still be seeking to dominate the father 
or mother who, to them, may never be entirely “grown up.” 
Deeper difficulties are observable when father or mother is un- 
certain which tie is stronger — the relationship with the marriage 
partner or wth the parent. Sometimes the tie to the parent 
definitely is the stronger, with resulting marital difficulty. Situa- 
tions of this kind were illustrated in the chapter on the maternity 
work of the nurse. 

Grandparents may or may not accept the current information 
and methods that the nurse represents. We are familiar with the 
difficulties caused by the grandmother who values her experience 
in child training because she has successfully buried six children. 
However, we are becoming more aware that what we regard as 
scientific truth seems to move upward in spirals, and that at least 
part of the grandmother’s contribution may be invaluable. If we 
recognize this part, instead of brushing all of it aside as outworn, 
we may contribute to better child care directly and also indi- 
rectly by establishing smoother family relationships. Prejudice 
and emotional difficulty arc not confined to the generation which 
the grandparents represent. In any case, the presence of grand- 
parents gives the child the experience of living with a third age 
group and, as he grows older, the advantage of additional points 
of view. 

The young mother who insisted to the nurse that two babies 
were more than twice as many as one baby is in a sense correct. 
Dossard, in discussing family interaction, shows that there is 
a difiercncc between the actual number of individuals in a family 
and the number of persona! relationships between these family 
members: 
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Family Ufe be^ms customarily with two members, husband and wife, and 
one set of personal telaUonships. The advent of a new member, such as a 
child, increases the number of persons by one, to a total of three, but the 
number of personal relationships by tno, U., from one to three. The com- 
JOff of another member increases the sim of the group from three to four 
out the number of personal tdaU'oasJups from three to six, f.e,, by three.’ 
. . . The basic implication of this law is that every increase in the number 
of memben of a family (or other primary group) results in more than a 
corresponding increase in the number of personal interrelationships, and 
that the larger the gioi^ becomes, the more disproportionate is the 
increase.” 


Since in our work with children we as nurses try to focus on 
the “whole diild,*’ we need as accurate information as possible 
on physiological growth and maturation, always, however, in 
relation to psychological maturation. Growth is measurable by 
weighing and measuring. Maturation includes development of 
the body systems and organs and their coordinated functioning. 

It is helpful to the nurse to know how far the infant’s senses 
of sight, hearing, taste, and smell are developed at birth and 
during the hrst months following birth, to know to what extent 
he can normally direct his movements, and to know which of his 
reactions will disappear because they are residuals of the adap- 
tation to fetal life and which will develop. 

“Can my baby see?” “Is it normal for him to cross his eyes?” 
“When will he ‘notice’?” “Will he forget me if I go to the hos- 
pital for the operation?” “My baby smiled at me but his father 
said it was a ‘colic smile.’ ” “My baby is extra strong; he could 
hold up his head when he was born.” “Is my baby old enough 
for a rattle?” “Which hand should my baby use?” These are 
questions and comments taken from records or from conversa- 
tions reported by nurses, 'They are direct questions on matura- 
tion, all of which have at least partial answers from the field of 
research. They are not to be brushed aside because they s^m 
insignificant compared with inquiries about nutrition or im- 
munization, for the answers to them help the parent to under- 
stand how the baby grows. If the mother is interested enough to 
question, an accurate reply will interest her further and may lay 
a foundation for better training of the baby. 

In this connection, Dr. Bossard emphasizes the importance to 
the baby of “facial modes of family expression with some sound 
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accompaniment.” He thinks that this factor may not have been 
sufficiently emphasized. 

A good deal of the earliest communication from adult to child consists 
of facial expressions — smiles, grimaces, frowns, etc. — with some soimd ac- 
companiment at times. Until the cluld has acquired some words, communi- 
cation with adults must be achieved in this way. Not only moods but ideas 
and commands are thus transmitted- The parent frowns and utters sharp, 
staccato sounds; or the mother smiles or gurgles, and food follows. These 
differing sights and sounds come to define behavior for the child before 
words are understood. Moreover, this mode of expression is retained after 
words are used. The child observes the facial expressions of his parents 
for some years and associates pleasure, anger, happiness, irritation, or annoy- 
ance with them. He learns, too, that these are often advance notices of more 
aggressive behavior on the part of the parent. . . . This suggests that the 
parent has a “facial personality” and that this is the first personality which 
the child comes to know.“ 

Growth and maturation are an evolution, one phase following 
another in orderly sequence though at different rates in different 
children. Progress toward walking is one of the most striking 
examples of this gradual development. 

We someUmes consider that a baby is first preparing to walk 
when he begins to “pull himself up.” But actual preparations for 
this pulling-up process have been taking place for many weeks. 
First the baby must learn to hold up his head. A newborn infant 
can lift his head momentarily or turn his head to free his nose 
for breathing, but this control is not well established xmtil per- 
haps four months of age. Head posture, which involves control 
of the neck muscles, is the first bodily control gained by the in- 
fant. Even that develops by degrees. First he lifts his head while 
lying prone; then he is able to hold his head erect while being 
supported in a sitting position; then he lifts his head while 
lying on his back. He must gain control of his head posture 
before he can sit alone. Gradually his muscular control, which 
begins with head and neck, moves down his trunk. One investi- 
gator states that the baby’s entire trunk must be under control 
to enable him to sit alone — that he “crumples from the base,” so 
to speak, when he fails to sit up at this stage. First he can sit 
upright for a fleering moment, then for a longer period, and then 
indefinitely. He now begins to puU himself up, but while he can 
sit “up” he probably cannot yet sit “down,” and must learn this 
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separately. Rolling over is also taking plane about tils time and 
« a preparation for creeping. Now the baby begins to make 
some progress in one direction or another, sprawled out and 
perhaps using his stomach as a pivot. Usually he nest scoots 
backward. Then he creeps. Presently he will walk when led, 
walk ch'nging to objects, and then take steps alone. However, he 
does not yet walk like an adult. His steps are short, wide, and 
uneven in timing and in length. With practice these difficulties 
are overcome and he can walk skillfully forward and backward; 
can take his attention from this new skill sufficiently to carry 
objects while he walks; and finally learns to run and jump. 
Opinions differ as to whether the infant always creeps before he 
walks, but it is obvious from this description that the child learns 
to walk by gradual stages and over a period of months. Although 
some circumstances may give the final stimulus, he learns nothing 
“overnight” although he may appear to do so. 

A knowledge of the gradual and orderly maturing of the 
baby's nervous system and his resulting behavior is part of the 
nurse’s equipment. A mother says, hr example, “When will my 
baby sit up?” or, “Why doesn’t my baby sit up?” “Why doesn’t 
my baby walk?” The latter questions express anxiety based per- 
haps on actual lack of iaformalion about the chronological ages 
when such activities usually begin, or perhaps on the mother's 
observation of the children of friends or relatives. Recognizing 
the mother's anxiety, the nurse may attempt to allay it by saying 
that children differ in their rate of progress, that the mother 
will not help the baby if she “forces” him, and that he will 
achieve these anxiously awaited developments in good time— * 
if the nurse thinks this is true. Achievement in terms of the baby’s 
own progress may be more helpful and interesting to these 
mothers than reassurance or information as to the chronological 
age at which achievement may take place. For example, the nurse 
may point out that before the baby can sit up alone he must be 
able to hold up his head with ease; she can perhaps show the 
mother that her baby is actually beginning to hold his head erect, 
and so has made progress toward sitting up. This is in line with 
the study of maturation, which increasingly describes behavior 
longitudinally, in terms of devetoping behavior patterns, as well 
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as in cross section in terms of norms of development according 
to the age in weeks or months. 

During the process of maturation illustrated by the develop- 
ment of the ability to walk, the child has had his first experience 
of learning by practice. According to Gesell, behavior growth de- 
pends chiefly upon the maturation of neural structures and very 
little upon practice or the environment. However, while granting 
that a certain degree of maturity of the neural structures must 
exist before functioning occurs, many neurophysiologists believe 
that growth of structure and its use are interdependent, each 
reacting upon and stimulating the other. It has been suggested 
that in the early stages of acquiring a skill the process of mat- 
uration may be the important factor, but that after the neural 
tracts are mature, or nearly so, practice may be equally if not 
more important. The ability of preschool children to carry plates 
of food and to learn in other ways to help themselves when 
given opportunity and instruction in nursery school illustrates 
the importance of practice when a child is mature enough to 
make use of objects in the environment. 

The relationship between the stage of maturation a child has 
reached and his ability to acquire a skill is important to the work 
of the nurse. If she and the child's parents try to make him 
acquire bladder control too early or to speak intelligibly before 
he is ready to do so, he may be overwhelmed by demands he 
cannot meet at the moment and later, because of unhappy initial 
experiences, he may resist doing what he is quite capable of doing. 
Or he may develop too much acquiescence and passivity. Train- 
ing which depends upon the child's own rate of development 
rather than upon external standards apparently helps him to 
achieve independence with as few emotional growing pains as 
possible. 

There is certain factual or statistical knowledge about the 
successive steps of maturation that it is comparatively easy to 
acquire through books or through observation. For instance, 
when a mother asks at what age the baby will enjoy a rattle, we 
can answer quite specifically that he will probably grasp it at 
four months and may even, by waving his arms about, make a 
noise with it. In time and without instruction, he will rattle it 
“on purpose.” 
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Bui there are eertain problems, such as those conneeted with 

«fohr’ is less easy to 

establish, ^\hy does a formula disagree with a baby? Why does 
an infant cling too long to the bottle? Why does an older child 
refuse to eat? Some day research material may be available 
that will help us to answer such questions. 

An example of a complicated developmental problem is the 
infant’s difficulty in learning to eat solids. He spits out his food, 
or appears to, because be is not yet able to control his tongue. 
He has not learned to chew. later, when he can sit up, be looks 
around the room and is not Interested iu his food, to bis mother’s 


annoyance. Presently he insists on feeding himself with a spoon, 
but does so poorly. He drinks from a cup, but not as an adult 
does. As a feeding progresses be refuses to sit still, perhaps 
stands up, perhaps wants to play. What is the mother to do? 
Should she insist on “good manners”; should she feed him in 
whatever position be happens to be; should she remove the food 
and consider the meal at an end? How much have the consistency 
and flavor of the food to do with the child’s refusal to eat it? 
Should refusals be allowed? Agtun these are questions mothers 
have asked nurses. They deal, at least in part, with specific stages 
in the baby’s maturation. If the nurse understands that this is 
true, she may be able to prevent later problems by relieving the 
mother’s anxiety or irritation — attitudes which play their part 
in creating the child’s problem behavior. 

There is a relationship between the child’s maturation and the 
development of abilities and skills, and his personality develop- 
ment; difficult behavior can often be dealt with more easily and 
with better results if it is recognized as an aspect of development 
and is not punished as an isolated problem. 

We are all familiar with the chdd’a determined self-assertion 
when he begins to sense his new abilities and to realize that he 
himself actually is a person. In this phase he says “no” when his 
mother and all the attendant circumstance suggest that he should 
say “yes.” Perhaps he is trying to show himself as well as his 
mother that he exists apart from her. If he is not punished or 
what appears to be disobedience, the eiq>erience of most mothers 
is that shortly he will do as he was asked- 

Apparent destructiveness or mischieir’ousness based on cun- 
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osity about the make-up of objects, their appearance, the way 
they feel to the touch, and later the ability to use them — in turn 
related to increasing skill in manipulation — is another piece of 
developmental behavior. A nurse reports a visit in which she 
watched a baby’s interest in a shiny tin washbowl which had been 
given him to play with, empty, on the floor. The baby carried it 
about, banged it on the floor, felt of it, stood on it. Presently the 
mother took it away from him, filled it with water, and set it on a 
chair in preparation for washing the baby’s grimy feet. The baby 
continued his examination of the basin by pulling it from the 
chmr, thereby spilling the water. He was surprised and be- 
wildered by the dousing and by the spanking for mischievousness 
which followed. 

The small child who takes things apart to see what makes 
them go is familiar to all of us. But we do not often see parents 
who help him to satisfy this destructive curiosity by giving him 
objects of his own which he can take apart without at the same 
time disrupting the household. 

Occasionally the provision of play material does not make the 
child less destructive and one realizes that his behavior cannot 
be explained only by curiosity or by the need to experiment. A 
mother consulted a nurse because her boy of five broke his toys 
into tiny pieces and ground his crayons to dust. The nurse re- 
ferred the child to a child guidance clinic where his destructive- 
ness was found to be only one aspect of his difficulty. He refused 
many foods, was subject to moods in which he rebelled against 
any suggestion or family plan. As the child became more at ease 
with the psychiatrist, it became apparent that his behavior was 
a form of active resentment of his mother’s close supervision and 
anxious insistence on proper ways for a small boy to behave and 
proper clothes for him to wear. This anxiety in turn had aroused 
hostility in the child which he dared to express only indirectly by 
disobedience and destructiveness. 

It is sometimes difficult for parents and nurse to conceive of 
the child’s handling of his genitals as a “normal” part of his 
development. Yet almost every child shows this behavior. It is 
in line with the demonstrable sequence of development by which 
maturation begins with the head and neck and proceeds down 
the tnmk. In the infant the mouth is the earliest source of pleas- 
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uraWe sensation. When he is a Uttle older, between the ages of 
• 'WW discovers the satisfaction to be found 

n handling his genitals. Such behavior often cails forth a reac- 
uon of fright and reproof on the part of the parent, The threats 
and punishment which may follow teach the child that he is being 
bad" and build up a sense of guUt about the genital organs 
which often carries over into adult h’fe and makes sex relations 
seem something vaguely wrong even though socially acceptable. 
This attitude separates the set act from Jove and cancels the 
reaprocal contribution of the two emotional experiences. It is 
often possible to discuss these matters with parents and to re- 
lieve their fear by letting them know that some handling of the 
genitals is almost univer^, especially in small children. If such 
behavior is not emphasized by the frightened cjrpostulations of 
the parents or by local irritation, if the child is secure in his 
family’s affections and enjoys a variety of activities and interests, 
obsessive masturbation rarely will occur. 

No one can deny that public health nurses encounter extremely 
difficuit instances of harmful sex play and even of assault. In such 
instances^ we tiy to understand the environment and to do our 
share in planning for the safety and re-education of the children 
involved. On the other hand, sex play, partly as a satisfaction of 
curiosity, partly as a pleasurable excitement, is more prevalent 
than many parents appear to realize and is at least to some extent 
a developmental phase. Parents in “nice” districts especially 
appear to have forgotten their own childhood, insisting that 
their own children could never have had the experience. When 
such activities among their children do come to light, these 
parents are the more upset and frightened. 

Jf the nurse is able to see the situation objectively, she may be 


of assistance. Perhaps the child’s curiosity can be satisfied in a 
mote acceptable way. Perhaps the parents' concern can be re- 
lieved if the developmental aspect of this kind of incident is 
explained to them. For example, a four-year-old boy and girl, 
sun suits off, were discovered on the garden steps handling each 
other’s genitals. Each was taken home by a mother who wept 
vrith fright. When the small girl was asked why she had behaved 
so she said simply, “It felt good, mother.” At this the mother 
spanked the child almost with cruelty. The child had told the 
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entire truth as far as she could understand it and after the severe 
punishment knew no more than before why her mother was so 
frightened and so angry. Back of the mother’s behavior lay her 
own attitude toward sex matters, possibly the result of a similar 
incident. 

Social standards, in the narrow sense of the word “social,” 
may influence the child’s ability to perform in a way that is ap- 
propriate to the level of physiological maturity he has reached. 
For instance, they may affect his ability to talk. 

Studies have been made of the rate of speech development in 
children of so-called “lower-class” families as compared with 
children from so-called “upper-class” families. McCarthy,®® 
whose studies were based on the child’s running conversation, 
found that the “length of response (that is, number of syllables 
if the baby is too young to talk understandably, or of words if 
reply is comprehensible) shows marked differences from one oc- 
cupational group to the other, each group maintaining its proper 
relative position quite consistently.” The occupational groups 
used were: professional, managerial, clerical, skilled labor, semi- 
skilled labor, unskilled labor. Mental level was taken into con- 
sideration in making the study. The content of conversation and 
the number of words used varied greatly with the environment. 
The study showed that “lower-class” children were slower than 
“privileged” children in learning to speak and that speech was 
more inhibited and less spontaneous among children from homes 
of lower levels. 

Another item revealed by McCarthy’s study has special sig- 
nificance for the public health nurse. This is the effect of 
bilinguaUsm in the home on the speech of the young children in 
the family. As far as length of response was concerned, the hear- 
ing of a foreign language in the home did not seem to be a 
handicap in the child’s linguistic development, though this con- 
clusion was given tentatively. However, it was suggested that 
the hearing of a foreign language may be a handicap to correct 
pronunciation and construction in English. When one language 
only was spoken in the home, the children from the English- 
speaking home began to talk earlier than those from homes in 
which other languages were spoken. 
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Bossard summarizes materials on the relationship of child 
aevelopment and bilingualism in part as follows: 

Studies of the effect of bainguaKsm on cliild development indicate: fa) 
some ^ect upon mental development when verbal tests are given, but this 
tends to disappear as the level of intellectual attainment rises; (b) a rather 
general consensus that the school achievement of the bilingual child suffers 
especially in the lower grades; (c) that speech defects may be more num- 
erous; and (d) that the chief problems are personal and social adjust- 
ment. . , . A study of seventeen case histories of bilinguals suggests the 
nature of the problems of the bilingual as a person, arising chiefly from the 
fact that the "other" language identifies the child with his minority group 
status. The concept of linguistic identification with status seems to fit 
the facts best.** 


The child’s rate of development is affected by the attitudes 
of those surrounding him. His family may encourage him to 
experiment and to progress, or may restrict him either through 
a desire to keep him a baby or through lack of interest in helping 
him to enjoy the use of his emerging abilities. It is the learning 
process rather than maturation itsdf that is primarily affected 
by these altitudes. For example, a child may delay walking be- 
cause he has learned to enjoy being waited upon. He may delay 
talking or refrain from talking because brothers and sisters speak 
more glibly. He may be clumsy because every difficult manipula- 
tion is done for him. He may be unable to solve the problems 
which come up because obstacles are always removed from his 
path. To a limited extent, the converse is also true. 

As the child matures, he slowly acquires the ability to be a 
^’separate” person with resources of bis own, able to take respon- 
sibility suitable to his age — be it one year or five years. This 
means that he is showing increasing ego strength. However, he 
can be "separate" only in so far as Che relstlonsbips he has with 
others are satisfying and appropriate to his phase of develop- 
ment, And it is also true that only if he is a "separate’’ person 
in his own right can he make good and appropriate relationships 

with others. . , • j r 

Studies are being made to establish more clearly the kind ot 
relationship the child needs at a given phase of his life in terms 
of the degree of “separateness” he has achieved and the activi- 
ties he can undertake at each phase. That is, at what age do most 
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babies become “object-centered” — begin to feel that a certain 
individual outside themselves is very important — and how and 
when does this interest in a single individual expand to include 
other relationships? For example, Ernst Kris reminds us that 
the intensity of the child’s need for love during his first six 
months of life is great, “but relatively independent of the attach- 
ment to one in^wdual.” Then, as the child’s ego grows, he is 
capable of centering his interest on one person and centers it 
strongly on a mother person. “The clinging to the mother at 
the end of the first and early in the second year of life is a typical 
manifestation of this need.” One recalls in this connection a 
suggestion in the first chapter that hospitalization of a child of 
this age is undertaken reluctantly. Dr. Kris goes on to point out 
that “attempts [to detach the child from its mother] at a later 
time, when independence has been accepted and some pleasure in 
it derived both in the mastered dependency and in the activity 
which the independence permits, may facilitate the conflict solu- 
tion in the child’s life. The educator then has something in the 
child on his side: he cooperates with parts of the child’s ego.” 

According to Dr. Margaret E. Fries, “Whether the ego will 
be strong or weak is determined by the type of life experience it 
encoimters. Obviously, frequent integrating experiences will help 
the child to build a strong ego and, conversely, repeated indis- 
criminate exposure to traumatic experiences will hinder ego 
development.” We can see that experiences not otherwise 
necessarily difficult for the child become so if they occur at the 
“wrong” phase of the sequence of phases described. Not that 
one can always select the experiences that come to a child; but 
perhaps adults could be more discriminating when an imfortunate 
experience occurs than is always the case. 

Dr. Fries further emphasizes that the parents carry the main 
responsibility during the early years of the child’s life and that 
their conscious and unconscious attitudes toward child training 
are therefore supremely important. Many parents are aware that 
this is true, and furthermore are anxious and troubled because 
of the extent of their responsibility. Often the nurse can 
this anxiety by supporting and strengthening the parents. We 
are greatly helped in doing so by the recently published materials 
of Erik H. Erikson of the San Francisco Psychoanalytic Insti- 
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lute.'-* Nurses ffho attended the Mid-Century White House 
Conference on Children and Yonlh in December, 1950, or who 

has contnbuled in his clear discussion of ego development, pri- 
manly m what he calls the "eight stages of man." 


•»> PART II 

Familiar Training Situations 

Eating, toilet training, play activities, and with these the 
child’s management of himself in relation to others are primary 
matters in the nurse’s work with infants and small children, and 
in large part make up the child’s waking day. The child’s de- 
mands and the ways in which he makes them, the ways in which 
his parents meet his demands, and the expectations which his 
parents have of him and for him interweave day after day and 
become the fabric of relationships between child and parents. 
The activities of others In the household, especially other chil- 
dren, are important to the child not only in their immediate 
relation to him but also as part of the general surroundings 
which influence him little by little. He reflects his family’s general 
pattern of life and their growing or decreasing satisfactions as 
a family. 

FEEDING OF INFANTS AND CHILDREN 

The kind of routine that a family observes in caring for an 
infant, or their lack of routine, is a matter of concern to the 
nurse. In the early practice of public health nursing, lack of any 
schedule of infant care which seemed worthy of the name to the 
nurse may have presented more of a problem than an overstrict 
r^me. Later, as the scope of our work widened to include 
parents with less limited resources, we worked with many families 
where a meticulous schedule of infant care (including precise 
hours for feeding and early toilet training) was a matter 0/ 
pride. This conformed with the medical recommendations then 
current for infant schedules and also appealed to the nurses 
sense of order. There seemed to be considerable lo^cal basis for 
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this method of child care. If infants’ stomachs empty in a meas- 
urable and predictable number of hours, regularity of elimina- 
tion and of sleep would seem to depend on regularity of feed- 
ing. Many pediatricians and psychiatrists strongly advised strict 
regularity of schedule as a way of developing security in the 
child. It was also thought that learning to wait for food until 
the appointed hour was good for the baby in that it prepared 
him for inevitable adult frustrations. This assumption has now 
been completely rejected in favor of the concept that the baby 
gains security and that his energy is conserved if his needs are 
satisfied as completely and quickly as possible; that he is too 
young to make constructive use of restrictions; and that with- 
holding satisfaction perhaps contains unrealized elements of 
punishment. 

Two main objections to the “regular routine” emerged. First, 
it was recognized that infants differ from one another even in 
rate of digestion, and that each infant arrives gradually at the 
kind of schedule that benefits him most. Second, it became clear 
that advocates of the regular routine often went to extremes in 
establishing and maintaining such a schedule, and that this in- 
sistence might well grow out of a compulsive need for order and 
regularity on the part of adults in the family or perhaps on the 
part of the nurse. 

The need for a rigid schedule was often characteristic of the 
family pattern as a whole. If the nurse was an extremist in this 
respect and was successful in passing on her conviction to the 
mother, she sometimes passed on her anxiety as well. And if the 
mother was unable to carry out the routine, or did not want to 
do so, her failure may sometimes have caused her further anxiety 
so that any possible benefits to the child from her easygoing 
ways of living were also lost. Many nurses and many of the 
families with whom they work seem to have learned a useful 
flexibility of regime during the last war. During that period, 
when several members of a household might be working on dif- 
ferent shifts, when in many instances families moved in together, 
when, because of absence of the men of the family, chores and 
activities had to be reassigned, we all learned that there are many 
different ways of managing a household. Some years ago, on 
finding that a mother slept late in the morning, some of us 
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would have been disturbed, as a certain nurse was, despite the 
fact that the baby seemed to adjust to this. Later she found that 
the father's working hours were unusual, bringing him home 
after midnight. The mother had planned her day so that she 
and her husband might have some time together. Now a nurse 
informs herself about the family situation before she becomes 
perturbed over what seems to be a poor way of manapng a 
household. Furthermore, it is not easy to assess a family s way 
of life That the attitudes of the patents and not the tepme 
itself are of paramount importance is proved to us ““y 
by our observation that children of real 8““ 

manners and even dispositions, grow up m homes m which 
assets may be difficult to find. u vt a Tinuse- 

roStrtrratomjrs 

of a patented bottle-proppiog behavior toward 

moJr used this lor all oTam and im- 

the baby seemed This mother would have 

patience with the details mother 

had time to hold the baby ^ , ,,by who was 

had young children of K ^ He baby when she 

taking bottle f„r the morning feeding which, 

fed him but used a at just the time when she 

according to the bfy® „(( to school. In discussion 

was trying to get the » of aie device that war- 

the group agreed that it purpose of the 

ranted attention, but ratne 

mother in using it. „„„ „orking with physim“ 

Perhaps the majority foegmg schedule 

who recommend a sugg«W,^P^^ /f a" ^ 

which mother and b^y ap ^mblished schedule as te 

ultimately settles -iovm® ^le fear that mothers w^M 

baby himself settle oipected routine of feeding, to 
lose the advantages 
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they could adapt housework and other activities, has largely 
been dissipated. 

The following quotation from a discussion of the prevention 
of feeding problems in The Psychological Aspects of Pediatric 
Practice by Benjamin Spock and Mabel Huschka not only 
suggests in its final sentence an explanation of parental attitudes 
toward the flexible t3rpe of schedule, but remains one of the most 
practical, sanely written paragraphs on the subject that has been 
found in the course of considerable reading. It was written for 
physicians. It has to do with feeding only, but might be applied 
more generally to the infant’s whole schedule: 

Prophylaxis can begin before the mother begins taking care of her first 
baby. The physician can explain the importance above all else of the baby’s 
deciding at each feeding how much or how little it wants, so long as its 
digestion is good. He should emphasize the passivity of the mother’s role. 
He should present the feeding schedule as something to which the baby 
will eventually adjust, and the sooner the better, but give the mother 
permission to shorten the interval when the baby gets crying hard from 
hunger early. (Usually the baby will compensate with a longer sleep after* 
wards. If not, the formula may need to be increased or the interval de- 
creased regularly.) If the baby Is to be on a bottle, he can give the formula 
not as law, but as his guess as to what will satisfy it. He can prepare the 
mother in advance for variations in amount at dlfierent bottle feedmgs 
by showing how widely the amounts derived from the breast vary. He 
can encourage her to consult turn as soon as the baby begins to be dis- 
satisfied. ^Vhen the physician has made these points and ended by saying 
that his and the mother’s job is only to satisfy in every reasonable way 
the child’s legitimate desires and never to interfere with it unnecessariiy, 
he vrill often be greeted by a Joyful sigh of relief. At least part of the 
mother’s inherent anxiety and the apprehensiveness acquired from what 
she has read and beard about strictness, training, regularity and letting the 
baby cry, will thus be drained off at the start of her most difficult period.” 

Dr. Ruth Brickner, in relating maturation to training, says 
that health education for parents is of two kinds: instruction 
in the essential medical requirements for child health, based on 
the best available medical authority (and, it could be added, on 
studies of child development) ; and instrucUon in methods of child 
training relative to eating, sleeping, elimination, and play, which 
the mother must carry out herself. She speaks of the impossi- 
bility of applying *‘rules” to this second part of child training 
and of the bewilderment of parents who try to do so. The fol- 
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lowing is her summarizing paragraph on the “rhythm of 
growth”: 


aslonally il IS easy to see how insistence on “law enforcement” in 
hahrl regulation has come about. Before chiM health became a science, it 
was left pretty much in the hands of fate. The immediate improvements 
brought about by scientiBc care were so spectacular that the almost In- 
evitable result was a distrust of everything dseo ... But science itself 
now points to the child’s innate rhytlun of growth as perhaps the most 
powerful single factor in his development. We are now beginning to 
realiM that regulation of bladder and bowel training, management of food 
routines, of play and social life, should all have as their touchstone each 
child’s inherent readiness for these new demands. This does not mean a 
letuni to the old fatalistic attitude. What seems to have happened is that 
our knowledge has grown in a sort of qjual which now brings us, with 
a more scientific appreciation of both Its limitations and potentialities, to 
a renewed faith in the maturing process of life itself.’* 


From observation of the nurse’s work with newborn infants 
and their parents, one becomes convinced of her heJpfuIness in 
moderating the early anxiety of parents over the infant’s feed* 
fng. actual feeding dihicuity may exist. Vet the parents watch 
the baby anxiously, alert for signs of trouble. In home after 
home the nurse bathes the infant, then supervises his feeding 
period. She observes him as he sucks, encouraging him, perhaps 
commenting amusedly on his initial hunger. She shows the 
mother how to help him take the breast or bottle. To the nurse, 
the baby is not an overfragile, alarming object. She handles him 
with an ease which the mother watches and gradually imitates. 
On her record of the visit go the information that the baby 
takes food well, and something of bis individual manner of do- 
ing so. Hardly any part of the nurse’s function with mothers and 
children is more fundamental than the relief from anxiety which 
her mere presence, her handling of the baby, her assurance that 
she will return, appear to bring, as well as her instrucUon and 
demonstration. 

Some babies do not nurse weU, even when the mother’s nurs- 
ing position or her possibie clumsiness have been bettered. Pos- 
sibly the mother’s nipples are Hal or inverted, or cracked because 
of lack of antepartum care. It may be that the infant himself 
is weak or has special difficulty in coordinaUng. He may he so 
premature that feedings cannot be given in the usual manner. 
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Anxiety on the part of the parents then becomes more acute, 
and more specialized skill on the part of the nurse is required 
in carrying out medical instructions that assist the baby to get 
his food. 

One aspect of parental anxiety over infant feeding is some- 
times more easily recognized by the nurse in retrospect than at 
the time when the situation confronts her. The following is an 
instance of such a situation: 

John, the first baby in the family, was bom in November. The 
family became known to the nurse in December. At that time 
the baby was not nursing well, although the cause of the diffi- 
culty was not at first apparent. The nurse observed one of the 
feedings and saw that the mother was exceedingly tense through- 
out the nursing period. She hdd herself stiffly and did not make 
the baby comfortable. She told the nurse that, for some reason, 
nursing the baby made her “nervous”; she could hardly sit still 
while he nursed. She felt like pushing him away and wringing 
her hands. Her “nervousness” increased when he refused the 
nipple and, as sometimes happened, cried during the nursing 
period. The nurse had not been confronted with such a situa- 
tion previously. To her it seemed a simple matter to nurse a 
baby. She advised the mother to try to relax. The mother said 
she would attempt to do so. However, the feeding problem per- 
sisted, was carried over into the weaning period, and later 
showed itself in food fads. The family then moved away and 
the record was closed. Later, however, they returned to the 
same neighborhood and the same nurse saw the mother and 
child in child health conference. Consulting the old record before 
seeing the family ag^, she was amazed at what she found — 
and at what she had missed previously. The mother’s antepartum 
record was especially revealing. This pregnancy had been in its 
second month at the time the parents were married. Throughout 
the pregnancy the mother had felt ill, although the antepartum 
clinic had been able to locate no pathology. During her preg- 
nancy the mother had had to adapt not only to the fact that 
she was about to have a baby, but to marriage and to house- 
keeping, neither of which would she have undertaken except for 
the baby. Although her husband said he was glad to be married 
and tried to help her, she was tense and apprehensive. Delivery 
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exceptionally difficult, with repair necessary. The mother 
said during her pregnancy and in her early postpartum period 
that she did not expect to have any milk for her baby —she was 
“not the type” who bad milk. With this informadon in hand, 
the nurse wondered how she could have “preached" self-control, 
and so widened the gap between herself and her patient. She had 
had the opportunity to recognize that the mother’s tension was 
a probable carry-over from her attitude as an antepartum pa- 
tient; she could have shown the mother that her difficulty was 
understandable, and, if this sharing of the mother’s anxiety did 
not improve the situation, she could have informed the physician 
of the mother’s sjmiptoms, with the idea that other methods of 
feeding the baby might be advisable. It is interesting that this 
mother did not make the simple shift from breast feeding to 
bottle feeding herself without medical advice, as many mothers 
do, perhaps because her feeling of guilt about the baby’s illegiti- 
mate conception was so strong. 

Many nurses are aware that babies sense muscle tension on the 
part of those who care for them and that they react in turn with 
fear and tension. IVfuscIe tension may be due to the mother’s 
fear of handling the baby. However, it is often due to deeper 
difficulties such as that instanced here. In her article on inter- 
related factors in development. Dr. Fries includes a photograph, 
now famous, with the caption, “Typical Position of Mother’s 
Hand Showing Her Tension.” 

The introduction of semi-solids and solids is a special feeding 
problem on which concerned parents seek help from the nurse. 
Sometimes the ^ild presents only “normal difficulties." Many 
mothers complain that the baby “spits out” his first solid feed- 
ing. Gesell describes a developmental factor of importance here. 

In the Gesell and Ilg study we read; 


Some ihi'ants are’ neacjocuscaiifJr -r-r -nf 

•for soUds], but m general it is advisable ta defer solids until about the 
ige of 16 weeks and to introduce Cbem cautiously by degrees. Even lie 16 
veeks old infant may still show a strong tendency to protrude the tongue and 
0 close the lips at the wrong time when solids are presented. As a result ^e 
ood is apparently spit out. This, however, is not a true refectj^ or «- 
olerance . • But the mother is anxious to cany out the doctors oraers. 
n becomes tense and over-persistcnL Has does not make for peasant 
ssocMons wth solids. As a matter ol fact, Here is ao oteasion ta 
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anxiety; the difficulties are largely of our own making. If the feeding is 
not pressed too strenuously, or is deferred a week or two, the infant 
accepts the solids agreeably and without motor difficulties . . . certain nerve 
fibres and nerve connections which control the mouth musculature have 
had time to mature and have brought the child to the level of readiness.** 

We are accustomed to the generally accepted theory that 
babies should be conditioned to solids by degrees, beginning with 
a taste of warmed, strmned soup, cereal, or vegetable, graduat- 
ing to puree of vegetables and soft cereal, and finally taking 
mashed foods. In this way his new feeding is at first sufficiently 
like milk in consistency and temperature to avoid startling the 
baby disagreeably, though it differs from milk in taste and color.- 

Illustrating the emotional difficulties which may occur during 
this period, a nurse describes a recurrent memory picture which 
haunts her unpleasantly. A mother living in the small town 
where the nurse was employed asked help in giving her baby the 
solids which had been ordered by the physician and which the 
baby was old enough to enjoy. The mother described mealtime 
as a pitched battle in which ^e baby won. She had tried intro- 
ducing the solids at each of the various feeding times during 
the day and had tried giving them previous to and following 
the bottle. The mother was distressed over the situation and 
dreaded the baby’s mealtimes. The nurse observed a feeding and 
was impressed with the mother’s anxiety and her evident ex- 
pectation that the baby would not eat, and with the baby’s- defi- 
nite refusal of the food. Her suggestion was, she says, that the 
mother leave the room while she herself fed the baby- She did 
feed the baby, with no difficulty whatever. She says, however, 
that she will never forget the mother’s face as she left'the room, 
a failure with her own baby; nor her even more discouraged 
expression when she returned to find that the nurse — a stranger 
— had fed the child when she herself was unable to do so. She 
wishes that she had known enough at the rime to bolster up the 
mother’s confidence in her ability to take care* of her baby, in- 
stead of intensifjdng her fmlure by getting a meal of solid food 
into the child. If the mother, had been strengthened and .less 
attention had been put on mealtime, the baby, a, healthy child, 
probably would have eventually welcomed her meals, and her 
mother would have been helped to feel capable of meeting other 
situarions as they arose in training. 
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If we CM help the mother to know in advance some of the 
normal physiological variaUons which are part of growth 
and maturaUon, and the ways in which these may affect the 
Childs intake and the, training period, we shall have been very 
useful to her. Dr. Aldrich, Dr. Lemkau, Dr. Spock, and others 
stress this way of working with parents, which presupposes 
knowfedge on the part of the physician or nurse of the child’s 
developmental phases. For example, as the child’s rate ol growth 
slows during the second year, his appetite diminishes in pro- 
portion. Of this Dr. Spock says: 


chiJdrca around a year or a year and a half distress their mothers 

by abruptly turning against foods which they previously libed. Tie casu- 
alties are most often vegetables, cereal, and milk. Mothers are not pre- 
pared for this either by conventional health education, which implies that 
e%-«y child should take a conventional balance of food elements at each 
meal, nor by past experience with their children. Few mothers can resist 
the impulse to urge and force, and few children fail to respond by greater 
balkiness. But If the mothers are warned ahead of time of the likelihood 
of appetite changes, of the naturalness of appetite changes, and are urged 
to let their children feed themselves early, a majority of them (not all, 
by any means) can get past this criris without barm. They and their chil- 
dren are then in a better position to weather the stresses of (be second 
year." 


Weaning the baby from breast or bottle Is another phase of 
infant feeding in which it is the nurse’s responsibility to help. 
In its broadest sense, weaning includes all the successive steps 
in growing up. That is, a baby who walks has weaned himself 
from creeping; a child who has bladder control has weaned him- 
self from. incontinence. Here, however, weaning, means specifi- 
cally the baby’s ability to relinquish breast or bottle in favor of 
the more adult — if less com/ortiog— method of drinking from 
a cup. If, as is generally accepted, the baby’s early experience 
of being fed, whether by breast or bottle, has values for him 
in addition to satisfying'his hunger, it does not seem difficult to 
accept the corollaiy that he may feel weaning to be a depriva- 
tion. Weaning need' not be a difficult experience, yet the baby 
often feels he is losing his mother in the very real sense of being 
separated from her care. 

•The statement is frequently made that no baby can be really 
weaned unUl he is ‘ready to' wean himself. Babies apparently 
differ as to the age when they are ready to give up breast or 
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anxiety; the difiBculties are largely of our own making. If the feeding is 
not pressed too strenuously, or is deferred a week or two, the infant 
accepts the solids agreeably and without motor difficulties . . . certain nerve 
fibres and nerve connections which control the mouth musculature have 
had time to mature and have brought the child to the level of readiness.** 

We are accustomed to the generally accepted theory that 
babies should be conditioned to solids by degrees, beginning with 
a taste of warmed, strained soup, cereal, or vegetable, graduat- 
ing to puree of vegetables and soft cereal, and finally taking 
mashed foods. In this way his new feeding is at first sufficiently 
like milk in consistency and temperature to avoid startling the 
baby disagreeably, though it differs from milk in taste and color. 

Illustrating the emotional difficulties which may occur during 
this period, a nurse describes a recurrent memory picture which 
haunts her unpleasantly. A mother living in the small town 
where the nurse was employed asked help in giving her baby the 
solids which had been ordered by the physician and which the 
baby was old enough to enjoy. The mother described mealtime 
as a pitched battle in which the baby won. She had tried intro- 
ducing the solids at each of the various feeding times during 
the day and had tried ^ving them previous to and following 
the bottle. The mother was distressed over the situation and 
dreaded the baby’s mealtimes. The nurse observed a feeding and 
was impressed with the mother’s anxiety and her evident ex- 
pectation that the baby would not eat, and with the baby’s- defi- 
nite refusal of the food. Her suggestion was, she says, that the 
mother leave the room while she herself fed the- baby. She did 
feed the baby, with no difficulty whatever. She says, however, 
that she will never forget the mother’s face as she left’ the room, 
a failure with her own baby; nor her even more discouraged 
expression when she returned to find that the nurse — a stranger, 
— had fed the child when she herself was unable to do so. She 
wishes that she had known enough at the rime to bolster up the 
mother’s confidence in her ability to take care* of her baby, in- 
stead of intensifying her failure by getting a meal of solid food 
into the child. If the mother, had been strengthened and Jess 
attention bad been put on mealtime, the baby, a. healthy child, 
probably would have eventually welcomed her meals, and her 
mother would have been helped to feel capable of meeting other 
situations as they arose In training. 



THE CHILD nr HIS FAMILY j6y 

If we CM help the mother to know in advance some of the 
normal physiological variaUons which are part of growth 

affect the 

child s intake and the. training period, we shall have been very 
useful to her. Dr. Aldrich, Dr. Lemkau, Dr. Spock, and others 
stress this way of working with parents, which presupposes 
knowledge on the part of the physician or nurse of the child’s 
developmental phases. For example, as the child's rate of growth 
slows during the second year, his appetite diminishes in pro- 
portion. Of this Dr. Spock says: 


children around a year or a year and a half distress their motleis 

by abruptly turning against foods which they previously liked. The casu- 
alties are most often vegetables, cereal, and milL Mothers are not pre- 
pared for this either by conventional health education, which implies that 
every child should take a conventional balance of food elements at each 
meaf, nor by past experience with their children. Few mothers can resist 
the impulse to urge and force, and few children fail to respond by greater 
balkiness. But if the mothers ate warned ahead of time of the likelihood 
of appetite changes, of the oatutaloess of appetite changes, and are urged 
to let their children feed themselves early, a oaiority of them (not all, 
by any means) can get past this crisis without barm. They and their chil- 
dren are then in a better position to weather the stresses of the second 
year." 

Weaning the baby from breast or bottle is another phase of 
infant feeding in which it is the nurse’s responsibility to help. 
In its broadest sense, weaning includes all the successive steps 
in growing up. That is, a baby who walks has weaned himself 
from creeping; a child who has bladder control has weaned him- 
self from, incontinence. Here, however, weaning means specifi- 
cally the baby’s ability to reUnquish breast or bottle in favor of 
the more adult — if less comforting — method of drinking from 
a cup. If, as ;is. generally accepted, the baby's early experience 
of being fed, whether by breast or bottle, has values for him 
in addirion to satisfying' bis hunger, it does not seem difficult to 
accept the corollary that he may feel weaning to be a depriva- 
tion. Weaning need not be a difficult experience, yet the baby 
often feels he is losing his mother in the very real sense of being 
separated from her care. . 

’The statement is frequently made ttot no baby can be realy 
weaned until he is 'ready to wean himself. Babies apparenUy 
differ as to the age when they are ready to give up breast or 
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bottle feedings. The following quotation from the article by 
Dr. Spock and Dr. Huschka previously cited is clarifying: 

As to the time when weaning is to be started, no hard and fast rule 
can be laid doTO because of the wide discrepancy in the rate of physical 
and emotional development of infants. By and large, however, weaning 
can be started for the average child in the last quarter of the first year 
though some babies may he ready for it earlier; many will need to wait 
until later. The precocious child or the child who has been free from 
feeding difficulties and emotional problems and who has enjoyed excellent 
health may very well be capable of beginning to give up nursing at an 
earlier age, possibly to be completely off the breast in bis tenth month. 
On the other band, the child who is generally slow in development or 
who has been a bad feeder or has been handicapped by illness, the unhappy 
baby or the unwanted child who has failed to receive the average amount 
of maternal love, should be allowed more time for, feeling already cheated, 
he will be decidedly loath to give up what emotional satisfaction he has 
for new ones which he does not know. Prematurely forcing ^e issue will 
only add to his problems by making him feel still more cut off from that 
which he loves " 

That nurses recognize weaning to be a difficult process for the 
baby is shown by notes in their records, for example, a nurse’s 
suggestion that the mother should take care to give her baby 
as much of her time and attention during and after weaning as 
she did when twenty minutes of her exclusive attention were his 
every few hours. An hour’s playtime, for example, which house- 
work or household emergencies are not allowed to cancel, seems 
to work well. With gradual weaning in mind, the nurse can sug- 
gest to the mother that it is comparatively easy for the child, 
as soon as he can drink from a cup, to accept one cup feeding. 
In the same way be learns to take some foods from a spoon.’ 
And gradually, before the time comes to relinquish breast or 
bottle entirely, cup or spoon means food to him, not deprivation. 

Many of the sudden weanings.take place at about the time 
when another baby is due to join the household. An instance of 
the child’s reaction to the coincidence of the loss of the com- 
forting bottle and the appearance of an apparent rival was given 
in the previous chapter to illustrate the regression of an older 
child after the arrival of the new baby. This double threat may 
be further compounded if the mother, suddenly aware that the 
care of two infants will be beyond her time and strength, at- 
tempts not only, to wean the baby from the bottle but to teach 
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him bladder control in the few weeks remaining before the 
arrival of the new infant He is bewildered by the sudden drastic 
demands upon him. Furthermore, be may be quite unable to 
meet them since developmental data show that a baby is prob- 
ably capable of developing only one new ability at a time even 
if he IS neurologically ready for several, and that other stills 
which he has begun to develop may even fall into abeyance 
while he attacks a new skill. 


On rare occasions the nurse has contributed to this sudden 
waning by taking, or appearing to take, the child's bottle away 
with her in her bag. Sonierimes she has stood by or assisted 
while the mother broke the bottle before the child's eyes and 
explained that the bottle was now gone. We realize that such 
procedures are disastrous for the reason that a baby so treated 
has rarely achieved any appropriately mature substitute for his 
bottle, and is simply left stranded. 

A record describes a more imderstanding attempt on the part 
of the nurse to assist in a postponed, diMcuIt weaning. She sug* 
gested to a ihree-year*old pri who insisted upon her bottle at 
nap and bedtime that she give her bottle to the baby upstairs, 
asUng if she would like to do so. The child assented, went up* 
stairs with the nurse during the latter's visit, and gave her bottle 
to the baby. The nurse made her next visit with considerable 
apprehension, wondering whether the child had regained her 
bottle or was perhaps resentful of the privileges of the baby 
upstairs. This child, however, had needed just one more push in 
the direction of more mature behavior. She spoke to the nurse 
with pride about her gift to the baby and her own grown-up 


status. 

In many households, however, breaking the bottle as a means 
of weaning is not an outgrown idea. Concetta, also three years 
old, insisted on a bottle at nap and bedtime. In a number of 
other respects she had apparenUy progressed well. She fed her- 
self, cared for own daytime toilet needs, and was learning Co 
drei herself. However, to anyone who observed her habits of 
finishing her baby brother’s botUe when opportunity afforded 
and of climbing into the baby carriage when he did not occupy 
it her clinging to the bottle would seem to have deeper roots 
than did the behavior of the child described in the previous para- 
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graph. The grandmother decided one day to end the business 
of the bottle and so smashed it on the floor before Concetta. The 
child cried despairingly and presently reverted to other im- 
mature habits — wetting her clothes and refusing to feed herself. 

Although the gradual, long-time method of weaning is sound, 
parents may not be interested in it. In a large number of in- 
stances it is not the child who combats weaning as much as the 
mother. She has an emotional need to “keep the child a baby.” 
She delights in nurturing him herself and persists in spoon- 
feeding him even when he is as old as four years, saying that he 
would not eat otherwise. Mothers may refuse to permit a baby 
to attempt feeding himself when his desire to do so first appears 
on the ground that he spills his food. Perhaps these mothers, 
too, wish to keep their active role in feeding the child. The 
mother herself may realize that her behavior is at variance 
with commonly accepted child training methods. She may tell 
the nurse that she knows her advice to let the child feed him- 
self and to give him less attention during meals is sound, that 
the doctor has repeatedly told her the same thing, but that she 
still cannot bring herself to do it. Our very persistence in ad- 
vising discontinuance of the bottle or of spoon-feeding may add 
to the mother's difficulty. For example, one mother took her 
two-year-old’s bottle with Wm in his carriage but concealed it 
in a stocking because she was afraid she would meet the nurse. 
Other mothers insist that the bottle is no longer being given to 
the child when the nurse knows it is. Such examples emphasize 
the futility of mere persistence on the part of the nurse as op- 
posed to the possible success that can come from understanding 
the patient’s behavior and adapting one’s approach accordingly. 

Because of our feeling that it is natural and right for a 
mother to love and want her child — at least most of the time — 
it may be difficult for us to accept the idea that oversolicitous- 
ness is sometimes founded on the mother’s rejection of the ^Tiild. 
The mother, by being overmatemal, may be trying to make the 
child and herself feel she is fond of him and to conceal the fact 
that she actually does not want him and the burden of his care. 
This basis for her oversolidtous care may be entirely imcon- 
scious on her part. It is obvious that this is extraordinarily 
baffling to the muse. Even if she has an inkling of the true state 
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of affairs she cannot mention it to the mother since her remarks 
would only meet with a denial that would intensify the difficulty 
One nurse, who felt that the mother’s imconsdous rejection 
of the child explained in part why she fed him by force, stopped 
urging her to let him feed himself because she reaUzed that her 
approach was only making her more hostile and unhappy. The 
mother presenUy sought her out at child health conference, ap- 
parently because she needed to feel that she was doing every- 
thing possible for the child. Instead of urging the mother to 
allow the child more independence, the nurse remarked that the 
mother was indeed having a great deal of trouble in bringing 
up Sebastian. This was a new approach, and the mother looked 
surprised. After a si/ence she said, looking defiantly at the 
nurse, “you’re right, he gives me trouble. Some of the time I 
don't even like him.” The nurse reph'ed, “That isn't so strange; 
many mothers feel that way.” The mother burst into tears and 
said she had thought she was the only unnatural mother except 
the people one read about in the papers. 

The temptation Is to leave the story here, since the point it 
illustrates has been made. However, real trouble on the part of 
this mother had been uncovered with the help of the nurse, and 
it would be unfair and irritating to the reader to leave the situ- 
ation dangling. The actual ending may be just as irritating to 
those for whom like resources are not available, for in this case 
it was possible to refer the mother and youngster, on the request 
of the mother, to a child guidance clinic with whose study of 
the family the nurse then cooperated. 


When a deep-rooted emoUonal difficulty such as this comes 
to light, what are those of us to do who have not access to such 
resources? One procedure at any rate is always open to us — and 
though it may seem negative in that it carries a suggestion of 
what not to do, it is positive in its effect upon the situation. Rec- 
ognizing that the mother’s oversolicitousness is a symptom of 
her conflict, we can re-examine our professional purposes and 
stop adding to her difficulty by urging her to give the child less 
attention. Nor, it seems, should this be interpreted as a sugges- 
tion for “absent treatment.” Tie mother needs the nurse — or 
someone — badly. However, she needs a nurse who can under- 
stand and accept her real problem, of which the chdd’s refusal 
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to eat and her insistence on feeding him may be symptoms. How 
much further than this the nurse will feel justified in going — 
whether she should encourage the mother to talk freely as she 
becomes more at ease under the nurse’s uncritical attitude and 
whether she should make any attempt to explain — depends, one 
would think, on the nurse’s own training in working with such 
problems and on the help which her own organization and other 
community resources can give her. 

It is not intended, in discussing maternal rejection at such 
length, to emphasize this to the exclusion of other reasons why 
the mother nurses or feeds her child too long. Oversolicitous- 
ness may be just what it seems — a recognizable carry-over of a 
much wanted pregnancy, as illustrated in the maternity chapter. 

Again, mothers who find it comforting to believe that they 
are victims of circumstances and misfortune may unconsciously 
exploit the domestic complication of food fads and difficult feed- 
ing in order to justify their feeling of martyrdom. We also meet 
many mothers to whom, as previously suggested, routine, includ- 
ing routine of meals and perfect behavior at mealtime, is a 
necessity. Food is often a cultural symbol. This may partly ex- 
plain why children in Jewish families sometimes have feeding diffi- 
culties that seem to be based on the attitude of the mother. 

With the permission of Dorothy E. Hall, mental hygiene 
consultant at the Infant Welfare Society of Chicago, the follow- 
ing excerpts are taken from material presented by her at a meet- 
ing of the American Orthopsychiatric Association. She cites the 
impression of the nurses with whom she works that certain be- 
havior is so typical of one or another nationality group that the 
nurses often “gauged the seriousness of a behavior symptom 
not only in relation to the individual child but in relation to the 
cultural group to which he belonged.” 

For instance, in one district where there is a large Jewish registration, 
variations from the usual devdopment of health habits related to food 
occur so consistently that they are considered the usual rather than the 
unusual. Weaning is started here as in any other district. ... In spite of 
instruction given these mothers as to gradual weaning, the impression 
held by nurses who have worked in this district is that the Jewish 
child remains an infant, as far as taking food is concerned, much later than 
other children. Situations which in another district would be referred by 
the nurse for psychiatric advice are considered typical for this group. 
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When stall nurses tvete given a list of problems pertaining to eating, 
Sleeping and eD'minatioa and asked which ones they would expect to find 
pres-alent in each of the following groups — Jewish, Polish, and Negro — 
roo per cent expected to find the Jewish chitd over two stiU being fed; 
Sj per cent expected to find most frequently in Jewish children the five 
problems concerning food — led, refuses food, forced, vomits, takes bottle. 
... To check the accuracy of these impressions, tie records of 50 Jewish, 
50 Polish and 50 Negro cbildrea between two and five were used. These 
are children from families with low incomes, but otherwise unsdected. 
A study of behavior findings related to health habits as charted on these 
records bore out the sUB impresuons. . . . This scoring left only 7 Jewish 
children who were without any difficulty in establishing satisfactory food 
habits. There were 27 Polish and 35 Negro [children who did not show 
feeding difficulties]. 

Other behawor items checked on these same children indicated that 
difficulties other than those related to food did not in general occur more 
frequeotfy ta tbe Jewish than in the other groups. 


Miss Hall concludes that this material reinforces the staff im* 
pression that the taking of food must have a significance in the 
Jeirish culture which it lacks in that of the Poles and the Ne* 
groes, creating so much concern that Jewish mothers may be 
unable to acquire a different attitude toward it. She states: 

One wonders whether this emotional lone regarding food can be traced 
to a culture in which dietary laws have had greater significance in re- 
ligion than in hygiene; a culture in which regulations concerning food are 
not primarily for the sake of good nutrition but are symbolic of the 
separateness of a people and represent a disdpUne of all appetites. Much 
of the ceremony on special occasions employs food in symbolic form. . . . 
The Jewish woman's participaUon in the religious ceremony has been 

largely in relation to dieUiy laws. While many of the younger mothers 

do not adhere Co the old practices, their attitude to the partaking of food 
must still be invested with emob'mwl values which make it impossible for 
them to be satisfied with the amount the child will eat naturally. These 
are the mothers who bring wcU children, showing excellent gains, to the 
doctor and insist that the child does not eat. . . . 

From other sources also one gains the impression that to 
many Jewish mothers the nurture of their children, particularly 
of their first-born son, has a symboBc value highly charged with 
emotion. 



THE PUBLIC HEALTH NUKE AND HER PATIENT 


174 

The material pertaining to this particular group has been 
used as an illustration of certain attitudes underlying feeding 
problems because it shows the futility of an argumentative, in- 
sistent approach on the part of the nurse, which only serves to 
widen the gap between nurse and mother and does not lead to 
an identification of interests. 

The preschool child who insists on attention at mealtimes is 
another familiar problem to nurse and parents. He refuses to eat, 
perhaps demands to be fed, has many food fads. In many in- 
stances, as has been seen, the mother has unwittingly taught him to 
behave in this way because of her oversolicitousness. Or his food 
fads may merely be imitation of other members of the family. 
Then, too, it is natural for the child to want attention. Perhaps 
he is not receiving it in more legitimate ways. Confronted with 
this situation, the nurse may suggest that the parents give less 
attention to the child’s trying behavior during meals. Here we 
sometimes stop, however, not realizing that we have gone only 
halfway. While it may be true that he should have less attention 
at mealtime, in general, he needs more attention, and it may be 
possible for nurse and parents to plan times and ways to give 
it to him constructively. 

An only child, a five-year-old boy, made family meals dread- 
ful events because of his refusal to eat unless repeatedly urged. 
The mother had tried to make his food attractive and had used 
many devices without success. The father, a young policeman, 
was disturbed about the difficulty, but could tlunk of no better 
way of helping than to tell the child to eat. The nurse noticed 
that this father, who had a young man’s active interest in sports 
and games, still considered his son a baby and never thought of 
teaching him to throw a ball or of capitalizing on his own occu- 
pation in order to enlarge his son’s interests. He was surprised 
when the nurse suggested that he might be able to improve the 
situation at meals if he gave the child more attention, particu- 
larly the kind of attention that be alone could offer. No deep- 
seated maternal difficulty or emotional problem on the part of 
the child proved to be at work in this instance. The father’s 
companionship, the interest of the games the father and child 
played together, perhaps the effect of vigorous outdoor activity, 
gradually satisfied and stimulated the child till he no longer 
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needed the attendon he got by fussing over his food. Advice to 
refrain from paying attention to the child at meals would have 
met only half the problem. As is suggested later, this same 
iauacy uaderlies the advice that eauresis or temper tantrums 
should be “ignored,” unless at the same time an attempt is made 
to strengthen the positive ade of the situation. 

A rigid insistence that the child must eat or must eat certain 
foods has perhaps concealed an unconscious wish to punish 
him. Time was when his professed dislike of certain foods met 
a bleak insistence that he eat them since eventually he must learn 
to like most foods. Nursery schools have taught more kindly 
ways of reaching somewhat the same end. They suggest small 
servings of disliked foods, a reminder to the child that he has 
food on his plate, sometimes a guidbg hand on the fork. At the 
same time, the essential foods which the child does like should 
be stressed and given him gladly and he should be studied to 
learn which of the three meals finds him at the peak of bis 
appetite. 

The growing maturity of the child, which has been stressed 
as a basis for determining the time and method of weaning and 
0/ acquiring other feeding habits, also relates to the advisability 
of “stars” and like devices as rewards for meals well taken and 
similar successes. Increasingly, it has been the experience of 
those who attempt to interest the child in charts on which he 
pastes his own star as a reward that this device is stimulating to 
him only temporarily. Progress then is at a standstill, the child 
having built up no satisfaction in meals as customary, pleasant 
events of the day in which he is learning to take an active part 
by feeding himself. 

In the two following illusfrarions from nursing records, a 
mother who needed help with the problem of feeding her child 
but who, at least temporarily, could not accept direct health 
teaching, is contrasted with a mother who needed similar help 
but was able to put the advice of the nurse to work because she 
was comparatively free from emotional difficulties. 

An oversolicitous mother se^ed unwilling to let her child 
try to feed herself. When the nurse suggested it, the mother 
made an attempt and reported to the nurse that she had been 
successful. However, the nurse noted that although some prog- 
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ress had been made the mother continued to feed the child most 
of the time. After the arrival of the next child, the nurse's 
record reveals her discouraged awareness of difficulty. “Mother 
oversolicitous about this baby's feeding. Same thing happening 
all over again.” 

The contrasting example, like the first, shows a mother who 
was eager to do everything possible for her baby. She made 
the mistake of overstressing the importance of his mealtimes 
with the result that he demanded attention then and wished to 
be fed. This mother welcomed discussion of the probable causes 
of the child’s behavior, and the difficulty was cleared up. A 
further indication of the mother’s objectivity is the fact that 
when the second baby came along she did not repeat her mistake, 
but remarked that she understood better now how to care for 
a child — although the second baby was apparently as well loved 
and as worth “spoiling” as the first child. 

These suggestions about the public health nurse’s work with 
the feeding of children imply that her responsibility goes beyond 
teaching the nutritional value of foods and includes an under* 
standing of the emotional and cultural aspects of the feeding 
situation for both the child and his parents. Feeding the new* 
bom, introducing solids, and weaning may be anxious experiences 
for parents. The nurse who can relieve some of this anxiety and 
who can broaden the interested parents’ understanding of the 
factors involved aids the child as well as the parents, since satis- 
factory early feeding experiences help to set the stage for later, 
more diversified experiences. 

TOILET TRAINING 

The child’s toilet training is a second major training situation 
in which mothers request help from the nurse. The “when” of at- 
tempting to teach bowel and bladder control has always been 
a problem. Of all the things that parents must teach and small 
children must learn, toilet training may be most fraught with 
difficulties due to adult attitudes, influenced by social values. It 
was at one time a matter of professional pride for the private 
duty nurse who specialized in infant care to be able to say that 
she had “trained” the baby within the first few weeks of life 
so that when she left the home the mother had no need to wash 
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soiled diapers. Many molhers still (eel themselves to be in a 
rivalry situation with neighbors in the matter oi early and 
complete toilet training. On the other hand, health education has 
made progress in this respect and one sees some of the same 
relaxation with regard to impossible goals for early toilet train- 
ing that characterizes current schedules for feeding the baby. 

When compulsivencss about toilet training exists, it seems to 
be based upon attitudes of which the adult is unconscious. The 
child is being trained for “cleanliness,” and cleanliness may 
seem to the nurse or mother one of the most important factors 
in life, linked perhaps with the kind of training which she her- 
self received. Dirt may have an unrealized special meaning, tied 
up with excretions. It is interesting that several psychoanalytic 
writers have discussed toilet training in the sense of “cleanli- 
ness.” Cleanliness need have no such specialized meaning; prop- 
erly, it implies merely clean skin all over the body, dean scalp 
and teeth, clean clothes and surroundings, all within reasonable 
bounds and appropriate to the moment. Mary Chadwick, in 
her book, Nursing Psychological Patients points out that the ex- 
cretory functions seem to be tied up unconsciously not only with 
cleanliness but also with acUon — with “doing” and with such 
words as “business.” “ Also, the symptoms of many actual neu- 
roses involve the intestinal tract and {unctions and thus reflect 
unresolved difficulty during the anal or training period. The 
baby may acquire all these associations with toilet training be- 
cause of the attitudes of the adults who care for him. The in- 
tensity resulting from these attitudes is shown not only in the 
need to start toilet trying early, but in methods of training. 
The mother of twin girls, three years old, said to the nurse, 
“Those children will be dry at night if I do nothing but punish 
them. I have always had a clean home and I intend to keep it 
so.” The children became so upset that they returned to daytime 
wetting, too. 

However, we sometimes make insufficient allowance for the 
nuisance value of the chfld’s wetting and soiling. Any mother, 
no matter how well she understands the maturation process, 
must become very weary of diapers, puddles on the floor, and 
wet beds long before the child has reliable bladder control. The 
known exception to this may be the mother of a large, 
nrivileged family to whom a child who is always wet may be the 
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least of her troubles. If the child is not successful in learning 
bladder control, the mother^s work is complicated, often for 
years, by the daily necessity of taking care of a wet bed. It 
seems remarkable that so many mothers can act faithfully upon 
their understanding that the child should not be scolded or 
shamed under such circumstances. 

It must seem to many mothers that in giving reasons for not 
starting toilet training early we are suggesting that they endure 
the incontinence of the baby and small child for an even longer 
period. Experience has shown that this is not the case, however. 
With a minimum of appropriate help many children almost train 
themselves, as soon as their maturing body systems make this 
possible. In any case, the old, often strict methods bring the 
desired results no earlier, for actually the child, in one sense, 
always “trains himself.” 

Nurses know of instances which bear this out. One record 
describes two small children, a year apart in age. The older, 
three years old, was wet day and night. “Nothing seems to stop 
the wetting. This child tells everyone she wets herself. Mother 
is discouraged because she tried hard with this child and it re> 
suited in nothing but temper tantrums. Mother says she started 
to train this child too early. She is having more success with John 
with whom she waited.” 

A recogmzed difference exists between early training for 
bowel control and the “catching” of the infant’s stool. The fol- 
lowing is an excerpt from material relative to this which was 
prepared and used by a public health nursing agency; 

There is a distinction between “catching” and “training.” Usually 
by 3 or 4 months, sometimes earlier, the baby is having formed bowel 
movements at fairly regular intervals once or twice a day. When this 
happens some mothers prefer to “catch” these movements when possible. 
There is no harm in this provided the mother understands and can readily 
accept the fact that she is not training the baby. It is very hard for some 
mothers to make this distinction, but it is the nurse’s function to help her 
to do this if she wishes to begin “catching” before the baby is ready to 
leam. 

In material on the same subject prepared by another nursing 
organization, the importance of the mother’s attitude in antici- 
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pating the baby’s bowel movement is made emphatic; “She must 
stop if she finds herself caring too much for success, becoming 
emotional and irritable at failure.” 

Stui'es of child development indicate approximately the time 
at which actual toilet training may be safely started, though 
consistent success at any period cannot be expected. To quote the 
Gesell and Ilg study, “If the awkwardness of gaining sphincter 
control were as obvious and comprehensible as that of acquiring 
upright posture, the training for elimination would become more 
rational and less emotional.” 

Dr. Josselyn, in the publication quoted previously in this chap- 
ter, says, “. . . there is a growing tendency to assume that the child 
is not capable, except under very undesirable conditions of strain, 
to react to toilet training prior to the second year of life.” She 
is here referring to bowel control. Later she says, “Urinary 
training, as with bowel training, is not possible without severe 
Strain on the child until the second year of life. Control is gen- 
erally more difficult to establish and accidents are more frequent. 
Relapses occur when the child is mildly emotionally disturbed 
by minor illnesses or is absorbed in his own activities, A child 
should not be considered enuretic until he is 3 or 4 years of 
age.” Much of the recent literature gives the following con- 
venient criterion: the child is physiologically ready for toilet 
training at about the time he is able to walk. 

The awkwardness and inconsistency with which the child can 
first assume conscious cortical control of elimination may lead to 
behavior that seems like problem behavior and actually may be- 
come so if it is mistaken for lack of cooperation. There are 
two phases of sphincter control, one involving ability to retain 
feces or urine; the other, ability to release it. Such control is 
further complicated by the fact that the child must set up the 
necessary associations. In other words, a child may be learning 
quite well to refrmn from wettuig or soffing himself, but may 
be having more difficulty in responding to the toilet seat and 
therefore in voiding or defecating in the expected place. He then 
voids on being removed from the toilet, to the annoyance and 
bafflement of his mother. She may feel that he is doing this on 
purpose since sometimes he uses the toilet successfully. Of course. 
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sometimes he is trying to punish his mother, as a rebellion 
against the difficult training process, which she personifies. 

Actual methods of toilet training are familiar to public health 
nurses and need no repetition here. However, some of the fol- 
lowing points may help the nurse in working with parents. 

The interest of the young child in his own excretions is a 
part of developmental behavior. Mothers question the nurse 
with grave concern about this desire to inspect or to play with 
excretions. They are relieved by reassurance that this curiosity, 
perhaps often pride in what has been so recently their own pos- 
session, is a reaction common to young children. If this behavior 
is allowed to pass without emphasis, eventually the child’s 
curiosity is lost in other interests. 

The necessity for clothes which make self-help possible seems 
almost too obvious to need comment. However, the nurse may 
find this to be a point on which the mother needs suggestions. 
Small and complicated buttons do not yield in a hurry and dis- 
courage the child’s efforts. Several records describe the short- 
sighted policy of mothers who have sewn up the flies on their 
small boy’s new trousers because the child acted ‘‘like a baby” 
in having accidents, and then punished him when he could not 
unfasten the belt or buttons which held up his trousers. Perhaps 
this behavior is disguised hostility toward the child rather than 
lack of perception. 

Another suggestion re-emphasizes a point made previously, 
relative to attention-getting feeding situations. It was suggested 
regarding the latter that we someUmes advise less attention at 
mealtimes but do not plan for a more constructive kind of 
attention at other rimes. Similarly, our advice to the mother that 
toilet training accidents and failures be “disregarded” — con- 
structive as far as it goes — may not be rounded out by help with 
other aspects of the child’s life which indirectly affect his diffi- 
culty. We suggest to the mother that she “disregard” the child’s 
accidents, but perhaps feel at the same rime that it would be 
rather hard to do so. We sometimes consider that we are not 
“doing anything” about the problem in making this suggestion. 
This may be because we fail to see the child’s development as 
a whole, or in the light of previous achievements and security 
in his family life which may contribute to the new problems he 
faces. 
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ening the child. Insistence that the child wash his bed linen may 
or may not be harmful, depending on how embarrassing or how 
physically difficult this is for an individual child, and how far he 
accepts it as a fair procedure under the circumstances. 

It would be logical enough to say that the mother is also 
overemphasizing the enuresis if she shows by covering the 
mattress with a rubber sheet and pads that she does not ex- 
pect the child to stay dry. It has been suggested that this prac- 
tice provides no “build-up” for the confidence the child must 
eventually gain — confidence that he is able to stay dry. Some 
dramatic successes have followed when the mother has given the 
child attractive pajamas and a “grown-up” bed, and has re- 
frained from saying, “This bed must not be ruined.” If one looks 
more closely at this method, however, one sees that the bed must 
be protected while the child is learning, but has not yet quite 
learned, to stay dry at night. The successes have occurred when 
the child is capable of staying dry but may need a little more 
help, perhaps a demonstration of the mother’s confidence, as he 
finally terminates the training period or outgrows actual enu- 
resis. Similarly, it has helped ^ildren in the final stages of stay- 
ing dry in the daytime to give them appropriate, attractive 
clothes. 

We face a similar need to consider carefully the advice that 
the child be thoroughly roused when he is taken from bis bed 
to the bathroom at night. It could be said with some truth that 
the child who is not really awakened at such times is continuing 
to void in his sleep and so is not really being helped to acquire 
bladder control. Here one can perhaps make a differentiation 
between the attempt to toilet train the normal child and the 
attempt to help the enurelic child. Usually the small child who 
is being trained is sleeping very deeply when he is roused to be 
taken to the bathroom, and he may cry bitterly and angrily if 
completely awakened. His distress and anger may become asso- 
ciated with the whole training process. It is the training period 
as a whole that needs chief consideration. If possible, one avoids 
any difficult crisis which can be immediately associated by the 
child with eating, toilet training, or sleeping. Some small chil- 
dren, however, may wake easily and the training may progress 
more rapidly because they control themselves consciously under 
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comfortable drcumstaaces. The enuretic child, on the othei 
hand, is older. Often he, too, steeps escepUonally deeply. But 
he will outgrow his enuresis only on the basis of conscious and 
unconscious desire to do so, and must himself take the lead in 
learning control. If he is taking the lead, it is safe to wake him 
up and let him get into his robe and slippers himself and go to 
the bathroom. If he wants to do so or initiates the idea, he can 
use an alarm clock and make the whole matter his responsibility. 

The parent who is interested in “taking the child up” during 
the night often asks the nurse at what hours and how often he 
shall do so. This is not an easy question to answer, and in the 
long run must usually be answered by the parents. Children 
void at varying times during the night and must be individually 
observed before one knows the time when this happens. Nor is 
this an easy matter. If the child voids more than once, it is hard 
for tired parents to establish the time of the second voiding. 
Parents may find it helpful to try the following method, adapted 
from Waring and Wilker.*®* A child was first roused at ten 
o’clock and again at two. On this schedule he usually stayed dry 
all night. The child’s mother continued to take him up at ten 
but gradually made the early morning hour later. After a week 
she delayed an additional half hour each morning until the child 
was able to stay dry from ten o'clock until he waked at six the 
nest morning. 

hlethods which we ourselves sometimes use in such situations 
may have an effect of which we are unaware. For example, some 
nursing organizations have routinely insisted on physical exam- 
inations, especially urological examinations, before referring an 
enuretic child to a child guidance clinic for study and treatment. 

It is possible that this examination will serve to give further em- 
phasis to a condition that is already receiving too much attention. 
Though a nurse can usually conclude that a child does not need 
medical examination for his enuresfe on the basis of the simple in- 
formation that he wets at night and not in daytime; that he has 
no frequency or urgency, or local irritation; and that he is appar- 
ently in general good health (this does not include the possibility 
of glandular imbalance), some nurses may feel that it is ap- 
proaching too close to diagnosis to make such a recommendation. 
Since it is difficult for the nuree to give advice in such matters 
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— though interestingly enough other professional workers who 
knew less about the child’s physical condition would not be 
bound by the same professional ethics — it may be wiser to sug- 
gest that the child’s physician or medical clinic cooperate with 
the child guidance clinic in working out a plan whereby he need 
not receive another and perhaps unnecessary physical examina- 
tion that might further emphasize his enuresis. At least some 
nursing organizations are finding it possible to dispense with this 
examination as a routine requirement. 

Advice to eliminate fluids after a certain time in the after- 
noon may also emphasize the symptoms instead of reaching the 
cause of the difficulty. The advice sounds so logical and the 
habit of giving it is so ingrained in us that sometimes it slips out 
inappropriately. Some physicians, including some psychiatrists, 
recommend giving a larger quantity of fluids earlier in the day and 
restricting fluids in the late afternoon. As one psychiatrist puts it, 
“Why deliberately burden a bladder when control is as yet un- 
certain?” Other psychiatrists feel that fluids have nothing what- 
ever to do with the situation, and that restriction of them merely 
directs the child’s attention toward the possibility that he may 
wet his bed. Perhaps our difficulty has been that we have some- 
what automatically advised refraining from or limiting fluids, 
without trying to learn whether such advice is appropriate. It 
may be more to the point to study the individual child and to 
find out how he eliminates his fluids — whether he seems to need 
two voidings to eliminate his supper fluids entirely; whether he 
seems to void completely at one time; and at what time or times 
his bedwetting occurs with reference to fluid intake. 

Actual enuresis, established and persistent, is recognized as a 
problem for the psychiatrist unless it accompanies an organic 
condition which makes improvement unlikely. The article by Dr. 
Spock and Dr. Huschka previously quoted contains suggestions 
for the physician whose patient cannot obtain psychiatric help. 
These suggestions can be adapted to some extent to the work of 
the nurse. The article states: 

... in many cases of persistent enuresis ^vhcrc psychiatric treatment is 
not a^ilable, probably the most constructive procedure is to leave the 
s>Tnptom itself alone. Instead, the physician may well place his emphasis 
first on culti%‘aling friendly relations with the parents in order to increase 
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their security aud allay their auaiety. TIU often has a strikingly benehcial 
effect on the child. Then he wiB outline tvith the parents a plan for doing 
all they can to increase the child’s emotional satisfactions in life. Where 
these procedures are followed, the physician may have the satisfaction of 
knowing that he is avoiding the mistake of doing things which will be 
harmful for the child, he may rest assured that be is proceeding along 
lines which are psychologically sound, and in most cases he will eiperience 
the gratification of finding that ho has helped the child in his emotional 
adjustment, possibiy that he has effected st last same reduction of the 
enuresis.** 


In this discussion an attempt has been made to describe some 
of the aspects of toilet training with which the nurse comes most 
frequently in contact and the concepts which underlie the 
methods. The first section of the chapter showed that the train- 
ing period ushers in the child’s necessity for consciously exert- 
ing control in response to external demands and that for this 
reason it is important for his good future adjustment. Successful 
toilet training means that bowel and bladder control are started 
at the appropriate time and achieved by methods which create 
a minimum of rebellion or overpassivity in the child, and which 
foster rather than diminish his desire to get on well with other 
people. 


PLAY 

In recent years nurses have been taking a constructive interest 
in the child’s play, recognizing its important relation to the 
development of the child’s body; observing it as an indication 
of the parents’ understanding of h’ls needs and interests; and 
seeing it as a medium for the development of his social contacts, 
especially with other children. 

To understand a child’s play requires knowing many things 
about him: his stage of muscle development and ability to co- 
ordinate; the extent to wWch he can concentrate on any one 
form of play material; and the age at which he can be expected 
to enjoy playing — first alongside another child, then with a 
group of children, first with a group of both boys and girls, and 
later with children of his own sex. Understanding a child s play 
requires also some understanding of the imagination with which 
he conceives and elaborates his games — the imagination which 
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invests his play material with a meaning important to him, but 
sometimes mysterious to the adult. His whole life as a little 
child is a mingling of fact and fancy because, with everything 
so new, he has not yet learned to understand reality as well as 
adults do. Plans for play or promised outings are doubly im- 
portant to him because he lives more completely in the present 
than the adult does and “next week” seems to him like infinity. 

Families differ widely in their understanding of the activities 
that are appropriate to children. Any public health nurse would 
be imable to count the occasions on which she has entered a home 
where there are small children to find the place in turmoil. The 
mother tries to do her housework while stepping around her 
children; she scolds and beseeches but offers nothing construc- 
tive in the way of interesting activity for them. The children 
feel their mother’s mounting irritation and respond by crying 
and quarreling. Some years later these same mothers may 
wonder why their adolescent daughters are not Interested In 
helping with the housework. It seldom seems to occur to busy 
mothers of preschool daughters to help their children join in 
the housework by allowing them to carry dishes, polish a dish 
at dishwashing time, make beds, knead a small piece of dough 
to go into the oven with the baking. This is play to the child, 
but play is the child’s work and bis training for what adults know 
as work. “Household toys” are recognized as a means for help- 
ing small girls acquire feminine interests, and tools and con- 
struction toys and odd jobs help boys in the same way. Invalu- 
able as nursery schools are, it is ironic that a child must go to 
nursery school to develop household interests. Such play merges 
into companionship with the parent of the same sex as the 
child grows older and as increasing identification with that par- 
ent becomes possible. 

It may not be enough to suggest to the mother, “IVhy don’t 
you have the children help you?” This makes a hardship of the 
whole affair. The mother may lack imagination or may be too 
fatigued to visualize the far-reaching purpose behind what the 
nurse is suggesting. 

One nurse, who found a mother attempting to bake hampered 
by her tribe of small childen, asked the mother how she herself 
learned to bake. The mother replied that her mother had taught 
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her The nurse called the oldest little girl, helped her to wash her 
hands, placed an apron around her neck, and gave her dough and 
a cookie cutter. The child was delighted and set to work with 
motions so much like her mother’s that the mother turned to the 
nurse and laughed. When the two younger children started a 
rough-and-tumble on the kitchen floor — perhaps to get their 
share of attention — the child, late the ringleader, turned to them 
and said, “You play quiet now. We have to do the baking.” 
The same satisfying results have been shown time alter time when 
the nurse has chosen her opportunity carefully, and has demon- 
strated what she advised, in cases where she knew the family well 
enough to do so. 

Another home offers a contrast to this familiar situation. The 
mother explained to the nurse that she always bad a plan in 
reserve for interesting the children. This was by no means always 
a new toy. She said she never knew when the restrictions of a 
rainy day and the e^austing of the children’s own resources 
might demand help from her before the quarreling, crying stage 
was reached. 

Children whose lives have been so interesting that they have 
seldom reached this stage may be richer as adults in resources for 
enjoying life. One mother, after her son was a grown man with 
many satisfying interests, read the diary which he had written 
as a small boy. Every day’s record ended with the words, “Had 
a nice time.” 

One organization suggests the following points which the nurse 
might notice when observing the child’s play: 

Sustained interests. Constructive activities so ioteresling to the child 
that hold his attention over a considerable period of time. (The nurse 
needs to know what play is suitable and what the expected attention span 
for various ages is. “Constructive’ does not mean “construction toys” but 
implies play material which bdps the child to develop.) 

Scattered interests. Enough t<ys, but poorly planned and failing to hold 
the child’s attention or to teach hiiii. 

No toys. After four months, tlus is agnificant. 

No playmates. After two to three years, this is significant. 

The following illustration from a nursing record shows a 
nurse’s use of the suggestion: 


Baby (x3 months) seemed to have oothing to play with. Asked 
if he liked to use his bands. Mother said she could not afford to buy 


mother 
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toys. Nurse stowed her how baby could play with kitchen tins. Mother was 
interested in this. Mother suggested that her patent can opener left smooth 
edges and baby could play with clean cans. Nurse inspected and agreed. Told 
mother she would use suggestion with other mothers. 

The child’s play has other functions. It helps to give outlet to 
aggressive feelmgs. The bloodthirsty nature of the yoting child’s 
games sometimes alarms a mother who is unaware of this aspect 
of his play. Here enter the divergent points of view as to whether 
children shall be given soldiers and miniature war weapons as 
toys. One group believes that toy soldiers train the child to have 
warlike feelings and accustom him to war as a possibility. Others 
feel that toy soldiers are a comparatively harmless medium for 
getting rid of some of the hostility which living with other people 
in this world is bound to engender and which is perhaps a human 
characteristic. 

A child often feels hostility toward individuals in his environ- 
ment, but because such a feeling is “bad” and he is afraid to 
express it, he represses it. However, it is legitimate to express 
this feeling in his play. If one observes children who are “playing 
bouse,” for example, one notices that dire mishaps sometimes 
befall a child or doll who represents a parent or a sibling. Or the 
child himself may take the part of a parent and speak sternly to 
his “children.” Hostility is often directed by the boy toward the 
father in his game because he thinks of his own father as a rival. 
Similarly, the girl may wreak vengeance on her mother in play. 

This play with Uiys and other persons is not only relieving and 
therapeutic for the child, it is also diagnostic. It is used in both 
ways by the psychiatrist Often a child will express in his draw- 
ings in the psychiatrist’s office much of the difficulty which under- 
lies his apparently unrelated symptomatic behavior. For example, 
a small boy who was referred by a nurse to a child guidance clinic 
because of destructiveness drew pictures of his own home. These 
showed him at a window looking out triumphantly while a figure 
supposed to represent his father vainly tried to get into the house. 
Finger painting, loo, reveals as well as helps the child by enabling 
him to combine a moist medium, color, and design in picturing his 
story. A child may also express himself by modeling clay. Some 
clinics have a wide variety of toys and other objects for the child 
to choose from to express, for example, his reaction to coming to 
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the clinic. One child chose a popgun with which he “shot”’ the 
psychiatrist throughout his first interview. The psychiatrist was 
glad to endure this treatment for the sake of an improved rela- 
tionship in the future and, in fact, found it easier to face than 
the hostility of the adult patient, repressed by convention and 
finding its outlet more slowly and indirectly. 

Whether or not a child plays happily and creatively depends to 
some extent on whether his parents have interests of their own. 
The way in which a small boy learns and develops through activ- 
ities shared with his father, and the fact that the small girl needs 
her mother in the same way have been discussed. But recreation 
and interests which the parents enjoy together, or possibly the 
talents or skills of the individual parent — aside from the skills of 
the regular working day — give the child an expectation that days 
can be amusing and interesting, and perhaps some awareness of 
how to go about making them so. The nurse visits in homes which 
show great contrasts in this respect. It is dlMcult to know why 
some families lack resources and have “blunted” reactions in spite 
of average intellectual endowment, financial security, and appar- 
ently satisfactory family relationships. Perhaps as children the 
parents of such families were never shown the “distant hills.” 
Perhaps their attempts at experimentation were defeated and 
their clumsy efforts to help in activities at home were not recog- 
nized. 


DISCIPLINE 

Nursing records frequently have carried the comment, “Moth- 
er’s discipline very poor.” The supposition sometimes is that 
^^disciplining” is one of a number of skills which the mother may 
or may not possess. It might also imply that success in this skill 
can be measured by the child’s obedience, without relation either 
to his phase or rate of development or to the family situation as 
a whole. Teachers in the pubUc schools have had the same view 
regarding “discipline” in the classroom, but are rapidly outgrow- 
ing it. Now, when a comment to this effect appears in a nurse’s 
record, usually at the end of the write-up of the day’s visit, it is 
really a summary of the whole family situation as it relates to me 
child. What the nurse is feeling for may be something like this: 
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“Mother’s relationship with and understanding of the child is 
very poor.” 

In other words, what we may have been calling “discipline” 
depends upon all the factors regarding the child and his parents 
that have been under discussion, for discipline is related to the 
whole family way of life. This sounds portentous, but it is 
less alarming when one remembers that the human way of life 
inevitably includes moments of emotional immaturity and ambiv- 
alence on the part of both parents and children. Realizing this, 
a nurse was undisturbed when a mother said about her year-old 
baby, “Most of the time I love him; but sometimes I could open 
the window and throw him.” Then, thoughtfully, “And I’m not 
being too funny, either.” 

In fact, “peace at any price” is thought to be inappropriate as 
a family motto. Agreement between parents simply for the sake 
of harmony is not enough. An article entitled, “Why Family 
Harmony?” puts this as follows: 

The esseatlal baimoay Is not only likeness, but mutual tolerance, mutual 
understanding, reciprocal affection and appreciation. It is rather a ioint 
purpose of family living and parental responsibility. Where this exists, other 
confficti may rage without injury, nay the child may apparently thrive on 
them. . . . Such harmonies as are esscnlM lo the child’s welfare will come, 
not from seeking harmony as an end but as a by-product of intelligent inter- 
action with the developing child as its objective." 

The ideal of the impassive parent may well be looked at askance. 
The parent who is never angry, never wrong, is bewildering and 
irritating to the child, who is often angry, often wrong. What the 
parent does when angry, and whether he has courage to make 
amends if he has been inconsistent are more important. Later, 
outside the home, the child — as child and adult — will meet anger 
and inconsistency in others often enough. If, while still within 
the home, he has seen that such feelings on the part of others can 
be safely weathered, he has learned something of value. This is 
different from the discarded idea that the baby is helped by the 
frustrations of a rigid feeding schedule. The latter are intention- 
ally imposed, while the former occur because of inevitable human 
error and the limits of any adult’s ability always to be his “best 
self.” 

Many times a day, however, the whole way of family life is 
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brought into focus as parents try to respond adequately to the 
child s requests, demands, or bits of behavior. Mothers often 
say that the child’s behavior or questions take them by surprise 
Again one sees the value of anticipating with the mother some of 
the behavior that children commonly show in certain stages of 
their development. For example, a mother may not know that 
negativism is an expected pact of the training period, when a 
child is beginning to realize that he is a separate individual 
“John suddenly began to 'act fresh,'” says one record. “Jumps 
up and down screaming when can’t get own way. Says no to all 
requests. Mother argues back and forth. She asks him, 'tVhere 
has my good boy gone?’ ” 

Anticipation can sometimes be used in the immediate situation 
to avoid the proverbial “pitched battle” between parent and 
child. When a mother sees that a pot of water is about to boil 
over, she lowers the heat or removes the kettle from the fire. 
When she sees that a child is in danger of reaching the limits of 
his emotional control, she can divert bis attention and substitute 
another interest. Perhaps he needs rest or food. It has been shown 
that outbursts of temper in young children occur most frequently 
just before noon and before the evening meal. They are also 
observed to occur when parents are especially weary or busy. 
Sometimes they indicate the onset of acute illness or result from 
the nagging presence of a chronic physical defect. 

The “diverting interest” is sometimes superficially interpreted. 
Waiting until a child is bursting into tears or about to scream 
with rage and then hastily poinUng out the view from the window 
is not what is implied. In one instance where this was done, the 
child cried with renewed resentment and said, “Don’t say 'see 
the man’; don’t say ‘see the man.’ ” 

To insist on letting the difficulty come to crisis and then 
battling it through may indicate hostility on the part of the adult 
rather than “good discipline.” The fblfowfng excerpt describes 
discipline which may be of this nature, especially as it shows the 
mother’s compulsive and punishing way of training and the baby’s 
reactions to it: 

Mother says the baby is stubborn. He has temper tantrums. Mother says 
she cannot understand this for she has tried hard enough with him to have 
him perfect. Observable that bis tantrums anger and exasperate mother. 
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She tells him she will get the upper hand, that she is his mother. Family live 
in a furnished room and entertain in the evenings. Child does not get enough 
sleep. . . . 

As we review training situations such as those which have been 
discussed in this section, or think about past situations of this 
nature that we have known as public health nurses, or consider 
families in our current case loads, we realize how alive this part 
of our work is, how on-going and productive it can be. Perhaps 
this is purpose and impetus enough. But, if we can be sufficiently 
observant and perceptive in our work with the child in his family, 
and can record and pass on our experiences in the form of prac- 
tical, reliable research, we will help in the verification of existing 
concepts of child development, and will perhaps contribute to 
them or to concepts which have not yet emerged. 


^ PART III «€• 

^'Problem* Behavior 

Nurses are continually asked by parents for help on problem 
behavior. A partial list of “problems" which frequently come to 
the nurse’s attention might run as follows: enuresis; feeding diffi- 
culties; thumbsucking; temper tantrums and disobedience; mas- 
turbation; overaggression; overactivity; shyness; speech defects; 
sex play; behavior (in older children) that runs counter to the 
law. An effort has been made in this chapter to show such symp- 
toms, or their beginnings, in their developmental context, since 
the symptom itself is not the basic problem. Often s5miptoms do 
not occur singly, which again implies that the individual as a 
whole rather than a single aspect of his behavior should be 
studied. For example, Leo Kanner, in an article called “Mental 
Hygiene During the First Two Years of Life,” comments on the 
“spoiled infant syndrome” and lists anorexia, insomnia, consti- 
pation, and attention-getting as typical behavior. Irregularities 
in behavior are commonly described as the overt expression of 
needs that have not been met during the training process. 

Furthermore, it is difficult to discuss problems apart from the 
child because people do not agree on what constitutes problem 
behavior. Opinions vary with background and perspective. A cer- 
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^ mother brings her child to a child guidance clinic because he 
has temper tantrums. B ut the psychiatrist’s view of this particular 
situaUon is that, given the inconsistency of his home circum- 
stances, the child would be showing abnormal behavior if he did 
not have temper tantrums. Again, to students of child develop- 
ment, marked shyness and inactivity are two of the more serious 
forms of problem behavior; to other persons, this same behavior 
may seem a blessing. 

The traditions and customs of the society or neighborhood in 
which one Jives determine to some extent what one calls problem 
behavior. Added to and woven into such collective judgments are 
individual standards and compulsions, some of which have been 
discussed. Lack of “cleanliness” during the training period is a 
problem to one mother; to another, it is of no concern whatever. 

Studies have been made of the attitudes of various adult groups 
in close contact with children — parents, teachers, and nurses, for 
example — to find out what, in their opinion, constitutes problem 
behavior. The well-known study by E. K. Wickman is one of 
these. As one conclusion, it shows that teachers who took part 
in the study considered aggressive behavior on the part of the 
child more serious than marked shyness. Other studies have 
shown comparable results. 

To say that certain difdcuh behavior on the part of children is 
syroptomatjc is not to minimize the importance of the symptom 
or the difficulty that the behavior causes at home, on the play- 
ground, and in school. It is true, however, that the symptom has 
a background which we need to study if we are to understand the 
situation well enough to be helpful; it is also true that the “seri- 
ousness” of the behavior is open to various interpretations. For 
example, it is difficult to compare statistics on juvenile delin- 
quency gathered from different parts of the country because of 
the widely varying interpretations by police departments and 
j'uveniie courts of what constitutes /uveniJe dehnquescy. 

The following questions, which summarize previous discussion, 
may serve as possible guides to the nurse’s evaluation of the 
situation: 

1. Is the background of the symptom understood as far as possible? 

2. Is undue emphasis being placed on the symptom itself (for sample, 
by spanking, shaming, scolding, or selling up exaggerated restrictions)? 
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3. Is the child given appropriate credit for success? 

4. Is an attempt being made to repbce the unwanted behavior by rela- 
tionships and interests which can be actually more satisfying to the child 
than the results of his “problem behavior”? 

Two difficulties relate to the fourth point. Suppose that the 
answer to this question is “No.” There is a danger that the 
attempt to meet the problem as suggested in the question will be 
on a superficial level — that it will not take the total picture into 
consideration. Witness one of the simplest and commonest of 
“problem” situations. A child in his second year sucks bis thumb. 
As the nurse sees the background of the habit in this particular 
child, he is using his thumb because he has inadequate play 
material. No early feeding difficulties were present, the mother’s 
flow of milk was normal, and the baby clearly is loved. She sug- 
gests that the mother stop scolding the baby for sucking his 
thumb and instead “keep his hands busy.” However, it is not his 
hands alone which must be “kept busy,” but the whole developing 
baby, if the interests which are offered him are to be an acceptable 
substitute for hb thumb. If be has been playing with a wool 
rabbit, has thrown it to the floor, and has bad recourse to his 
thumb, probably he will continue to prefer his thumb even though 
his mother, busy with her housework, detours past him to return 
his rabbit. Sometimes, with even less success, we suggest that the 
child who masturbates habitually during the day have his hands 
kept busy by play material, without deciding what kinds of 
materials and activities will be really interesting to him and with- 
out understanding the lack of security which may be feeding his 
recourse to himself. 

.■\nother difficulty is that supplying the child with alternative 
interests is not in itself sufficient. More is usually required than 
replacement of an outworn toy by a new one. The satisfactions 
of some momentary form of behavior (such as attention gained 
through tantrums or food refusal, or the infantile pleasure some- 
times derived from enuresis or continued bottle feeding) can only 
gradually be replaced by the interest and e.xcitement of more self- 
reliant behavior, which in lime brings new worlds for the child 
to explore. Sometimes this long-term form of substitution seems 
not quite real to the nurse and therefore cannot be made a reality 
to the parent with whom she is working. Perhaps the difficulty in 
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such an instance is that she stffl thinks of the child’s behavior as 
the problem rather than the symptom; she still has only a "duti- 
ful” respect for the slow-going approach to a difficulty which 
actually has to da with the whole development of the child and 
his relation to his family. 

During and after M^orld War II many of us had opportunity 
to work with children who showed not a new kind of problem 
behavior, but a tragic intensification of dihiculty because of war 
experiences. These were the displaced or evacuated children, 
some of whom are in foster or adoptive homes in this country. 

If we need evidence of the validity of the better established 
and understood phases of child development, the behavior of 
some of the children in these homes goes far to supply it. Many 
of them lost parents, other family members, home, and native 
land. “I wish I were a year old,” or "I wish J were a little girJ,” 
Editha Slerba reports some of the older children as saying,®* At 
the age when, we believe, children depend on the security of 
relationships with parents and the protection of roof and food 
for their continued psychological development, these vanished. 
Not only the traumatic way in which some of these losses were 
experienced, but the subsequent necessity to suppress emotional 
reacUons in order to preserve life have added to the difiiculty of 
helping some of these children, who are now in good homes. 

These children lost, as we say, “everything.” As shown in 
treatment, however, the traumatic loss that seemed to be specific 
was the lack of opportunity to develop that relationship with 
others which is thought to be appropriate to each phase of a 
child’s growth. Perhaps beneath the child’s saying, “I wish I 
were a little girl again” lies the meaning, "... so that I could 
have what I needed then and could try agam.” 

Similarly, Anna Freud and Dorothy T. Buriingham, in their 
study of the reaction of young children placed during World 
War II in the Hampstead Nurseries in London, found that 
maintenance of a relationship between the child and parents was 
more essential to the welfare of the children than physical 
safety. Their effort was “to maintain the remnants of the parent 
relationship as far as possible and ^ultaneously to prepare for 
the return of children to their homes after the war.’ * 

Probably few of us need “proof” of the intense reality of the 
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relationship between parent and child. But the study of these 
displaced children will help us, as the study of illnesses and prob- 
lems has helped us„to avoid the conditions and the mistakes that 
caused their difficulties. 

The “behavior problems” we have emphasized so far have 
been primarily psychogenic in origin. Perhaps it is safe to say 
that the majority of such difficulties that come to the attention 
of the public health nurse will he of this kind. However, in her 
awareness of this, the nurse cannot forget that some of the prob- 
lems with which she is confronted may result partly or primarily 
from organic change or defect. The proverbial “fall” may actually 
have resulted in injuryj the enuresis may be based on a diseased 
condition of the urinary system. A personality change may have 
occurred following a recognized or unrecognized case of enceph- 
alitis or meningitis. Less fully understood organic causes may 
unite to produce overactivity or lack of coordination in a child. 
A considerable number of children who have created difficulty in 
classrooms, in the neighborhood, and at home have been found, 
on the basis of electroencephalogram, to be suffering from petit 
mal, though their condition was unrecognized by those who knew 
them. Often medical treatment can help such children to the point 
where they are successful at home and at school. Nurses will find 
their knowledge of neurology invaluable and, in fact, may want 
to find ways of adding to it; for when actual neurological prob- 
lems present themselves, only specific understanding of the con- 
dition prepares us to assist in the care of the patient and to work 
with his family. 
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nuksing the sick patient 

^ PABT Jt «6- 

Attitudes toward Illness^ Disability, and 
Bedside Care 

A discussion group of nurses in the South was struggling with 
our ever-present problem of helping the tuberculous patient to 
accept sanatorium care. Several nurses bad described instances 
of families where progress seemed imperceptible. After a pause 
another nurse said, “Of course, you can’t make a patient get well. 
Even if you trug him off to the San, you can’t make him get well,” 
The group knew this nurse was speaking truly. As a matter of 
fact, she had pointed up much of the basis for the nurse’s work 
with patients which this book is discussing, especially the accepted 
fact that the physical and the emotional are inevitably tied 
together in all that the individual does and in his varying degrees 
of health and illness. 

His constitutional make-up and all his experiences unite to 
determine not only bis total reaction to illness — including his 
reaction to the severity of the illness, to'recovery, recessions, and 
remissions but abo his reaction to the kind of illness he has. 
The individual’s illnesses as a child, the reaction of his family 
toward them, and his experience of illness in those dose to him 
— in connection with the difficult responsibility he may have had 
to carry — affect the way in which he faces illness as an adult and 
the importance that he may attribute to it 
We recognize this as the “psychosomatic point of view,” a way 
of thinking which has become increasingly accepted and useful, 
even though many people dislike the term itself because it seems 
unwieldy and formidable and even implies that the Individual can 
be divided into two parts — psyche and soma. Perhaps both the 
term “mental hygiene” and the word “psychosomatic” will some 
day drop out of our vocabulary, when the concepts they represent 
have become so much a part of common understanding and experi- 
ence that they no longer need special emphasis. 
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“Psychosomatic” has been used in two ways in the compara- 
tively few years during which the term has been current. One 
way has been its over-all use — to mean the recognition that all 
medical diagnosis and all medical and nursing service are based 
on both psychic and somatic factors and on their interaction. This 
is another way of saying that we are “nursing the patient, not 
the disease.” This over-all concept is being increasingly imple- 
mented by the developing diagnostic skills of the physician and 
the resulting therapy and nursing care. It would not be too much 
to say that all nursing function is within the area of the psycho- 
somatic when one gives the term its over -all interpretation. 

The term psychosomatic has been used in a second way as 
applying more narrowly to certain illnesses which clinical experi 
ence and research have shown to possess a large psychic com- 
ponent. Among illnesses most frequently cited in current medical 
literature as ones in which careful evaluation of psychic factors 
is important are: asthma and various urticarias and other allergic 
conditions; the many variations of diseases of the gastrointestinal 
and urogenital systems; tuberculosis; cardiac disease; and goiter. 
According to Dc. William Menningcr, the classification “soma- 
tization reactions” was used by the Army to describe such illnesses 
when specific diagnosis was involved.®* “Somatization” was pre- 
ferred to “psychosomatic” because the latter term had come to 
be recognized as referring to a point of view in the discipline of 
medicine as a whole. 

The manner and extent to which psychic (actors play a causative 
part in illness differs with the individual. In the case of illnesses 
where causative factors still are not clear, as in poliomyelitis, 
studies have attempted to discover whether or not there is a 
describable or typical personality which commonly a victim of 
such diseases, and also what is the long-term effect of such ill- 
nesses on personality functioning.®* An attempt has also been 
made to describe the “migrainous” personality and constitution 
and other such possible entities.® 

The personality and situation of the patient plus his physical 
constitution and condition and their interrelations increasingly 
form the basis for his diagnosis and treatment during sickness 
and convalescence. The ancient concept that all psychic symptoms 
must be founded on a diseased organ has long been abandoned, 
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it became increasingly evident that emotional complications, although secon- 
dary in nature, created physical disturbances which in turn exaggerated the 
convulave symptoms. Tlds psycbosomaUc concept is by no means new in 
the field of medicine but has been little utilized by those responsible for the 
physical care of patients with epilepsy. The work and observations of the 
clinic amply confirmed the importance of the psychosomatic concept of epi- 
lepsy and offered the opportunity for evaluating and comparing the contribu- 
tions of both physical and emotional components to the causation of the 
disease.* 


THE nurse’s attitudes TOWARD 
BEDSIDE CARE 

As a human being, the nurse is subject to illness herself and, 
both because she is a human being and because she is a nurse, she 
is influenced by and has a part to play in illnesses in her own 
family. In this same way she is part of “the people” in time of 
epidemics. One cannot lose sight of the nurse’s personal experi- 
ence of illness in discussing her attitude toward illness and the 
care of sick patients. Bedside nursing is another part of her 
experience which affects her relation to this aspect of her service. 
Whether or not a public health nurse includes it in her daily pro- 
gram, bedside nursing was her first professional experience and 
so It exerts a continuing influence on her professional life and 
always has her interest. And ilbess, as one link in the chain of the 
patient’s experiences, will occasionally appear in those with whom 
she works. 

One of the characteristics of bedside nursing is the far-teaching 
demand it makes upon the nurse. Like the physician, the bedside 
nurse must cleave through individual and social confusions in 
order to deal expertly with the particular crisis in human life 
which she has been engaged to meet; she must do her work with 
unremitting reliabihty. Even the skilled nurse occasionally makes 
a serious error. But when she does, the results are so grave and 
so conspicuous that they may become headline news. Bedside nurs- 
ing requires not only technical precision but an accumulation of 
experience and maturity which makes it possible to understand the 
feelings of the sick patient — what his illn^s may mean to him and 
his family, what the nurse and the procedures she must carry out 
may mean to him — and her own feelings toward the patient and 
the job. In a umque way this activity frequently demands from 
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ance. Bertha Harmer, teacher of student nurses and author of 
nursing texts, once expressed this to a group of young nurses by 
saying that this growing manual skill would be one of the most 
satisfying experiences of their lives. 

An eminent physician said that he considers nurses as a group 
more than usually stable persons. His comment may or may not 
be justified. If he is right, it may be that nurses owe their stability 
in part to the hard-won manual skill which is so necessary to the 
welfare of others; and the pubUc health nurse whose program 
mcludes bedside nursing may well be considered a fortunate per- 
son m that she is called upon for this kind of physical effort and 
for the sm^ use of her hands. It is at least an interesting con- 
jecture that bedside nursing, with its balance of theoretical back- 
ground and manual skiU and physical activity, forms a peculiarly 
satisfj^g outlet for the emotional pressures to which nurses, like 
other human beings, are subjected. 
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tion to the executive or supervisory ability the field nurse may 
have. As a matter of fact, the field nurse who seeks such ‘'promo- 
tion” often realizes with fear that she will be expected to direct 
other nurses. Reasons for the nurse’s wish to become a supervisor 
are easy to understand. For one thing, supervisors are usually 
paid higher salaries than staff workers, which means that they 
have more comfort, or an opportunity to save, or that they will be 
able to care for possible dependents. The older nurse may be 
unable to endure the days of hard physical work which are ex- 
pected of the field nurse. And there is another more intangible 
factor. It has to do with social pressure and with the idea that 
supervisory positions carry more prestige than staff positions. 
We are trained to think that success is synonymous with promo- 
tion. The fact that a nurse may thoroughly enjoy her field job, 
with its direct contact with sick and well patients, apparently 
often counts for little as compared with the recognition of ability 
indicated by promotion even though she may enjoy her new posi- 
tion far less than her former one. Bedside nursing may become 
something to be left behind as soon as the public health nurse can 
climb another step up the ladder which social pressure rather than 
an individual sense of values may have set In place. This is an 
involved problem not limited to the nursing profession and one 
for which we seem to have no comprehensive solution as yet. 

The nurse’s attitude toward bedside nursing is influenced by 
other more individual considerations. Since bedside nursing is a 
primary activity of the student when she enters training, this 
service must be closely tied up with her reasons for entering nurs- 
ing school and for wanting to become a nurse. We are increasingly 
familiar with the fact that the reasons we give ourselves and 
others for our behavior are not always the real reasons for the 
things we do, even though we may think they are. It seems safe to 
say, however, that the majority of students who enter schools of 
nursing with a lasting interest in nursing are motivated in varying 
degrees by a wish to be of service. This feeling the nurse has in 
common with other professional workers such as teachers, social 
workers, ministers, members of the medical profession. The need 
to give is more directly and simply satisfied through bedside nurs- 
ing than through nursing activities where contact with the patient 
is indirect or where the patient’s need is less immediate. 
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Catharine Cox Miles of Yale University, a psychologist inter- 
ested in nurses’ problems, has compared the attitudes of young 
nurses with those of college students of the same age group. She 
says: 

Their [the nurses’] special divergence from others in their age group, of 
equal intelligence, equal education, and comparable social experience, is in 
their sense of awareness of suffering — they show the social emotion of pity. 
While being like other young girls in the primary emotions, fear, anger, and 
disgust, they rate at a point on the p»7y-scale which means that this emotion 
is for them not a theoretical one, but a basic starting-point for their life 
interest.” 

However, the study does not go on to consider individual rea- 
sons which may have brought the young nurse into the group of 
those who feel this pity. 

hlany of us feel that we should conceal this wish to help others 
as though it were a blemish. One wonders why. What is so embar- 
rassing about wanting to be useful? Perhaps this is just our 
American offhandedness. Perhaps the need to conceal a wish to 
be of service is another of the pendulum swings, this time a swing 
away from the zeal necessary in the pioneer days of the profes- 
sion — the zeal most of us cannot emulate. We may also be embar- 
rassed because we realize that an exaggerated desire to serve 
others usually cloaks some other unrecognized feeling and there- 
fore is not a sound basis on which to build a professional life, 
although it may be helpful to the individual nurse. 

It is essential to know whether or not the young nurse’s need 
to give of herself is her own, or results from family standards to 
which she — perhaps an immature person — consdously or uncon- 
sciously feels she should conform. Dr. John H. Stokes speaks of 
the “excessive altruism” sometimes seen in members of the pro- 
fessions previously mentioned.’’ He refers humorously to such 
altruism as, in some instances, “hereditary neurosis” in describing 
the influence that fanuly standards can have on the choice of work 
of succeeding generations. If the student has entered the school 
of nursing more under the influence of her family’s ideals than 
through her own choice, she may find bedside nursing repugnant 
and either give up nursing altogether or, if her interest is gen- 
uinely caught, find a real place in a branch of nursing which does 
not include bedside work. 
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An cMggerated need to serve others may also be based on 
unhappiness or anxiety unattached, as far as the individual knows, 
to any spedfic incident, or on regret over a particular happening 
that she wishes to repair in some way. Nursing, especially when 
it includes bedside nursing, is hard work. It is also service to 
others. It affords an opportunity for the young woman, burdened 
with anxiety whether or not she is aware of it, to work some of 
her conflicts out of her system. Actually she does a form of 
penance. Some persons need to continue doing penance for the 
duration of their lives in order to be at peace with themselves. 
Others are somewhat surprised to find after a period of nursing 
service that they no longer want to be nurses, and especially that 
they no longer want to do bedside nursing. Evidently the uncon- 
sdous penance is over. Perhaps they leave the nursing profession. 
Or again they may become interested in nursing for sounder rea- 
sons and continue in the work. 

Most of us have some need to mother our patients, especially 
when they are ill or in difficulty. To quote again from Dr. Miles’s 
study, '‘This protective, Idealistic, maternal attitude and urge 
tends. . . to differentiate them fyoung nursesj most dearly from 
other groups.” 

It is not too much to say that the oversolicitous bedside nurse 
can retard the convalescence of her patient because of her need 
to baby him. The very helplessness of the sick patient turns him 
from his mature goal and temporarily heads him back toward 
infancy. If the nurse unthinkingly takes advantage of his helpless- 
ness to overmother him and oversympathize with him, his return 
to self-reliance may be retarded. 

In addition to women who enter the nursing profession because 
of a desire to care for suffering individuals there are others moti- 
vated primarily by the desire to aid in clearing up ignorance and 
misapprehension and the waste and confusion that result. The 
ability to promote order is characteristic of all successful nurse 
executives. However, in a nurse who has a need to dominate, the 
love of order may become so exaggerated that it hampers rather 
than furthers effective work. 

We are accustomed to describe such a nurse as “authoritative." 

In the hospital she is the starched, nulitaristic martinet; in public 
health nursing she is the executive who must completely dominate 
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her staff, or the field nurse who “tells” the patient instead of 
teaching him. We are accustomed to say about this dominating 
person that there are fewer of her kind now and to speak of her as 
the “old-time” authoritative nurse. Or we say that her methods 
may be necessary because very often precision is needed to safe- 
guard life. The psychiatrists reply that in making this latter point 
we may be putting the cart before the horse. Granted precision is 
necessary, it is still not the job that creates the authoritative 
method, but the opportunity to exercise authority that calls to it 
the person who enjoys doing this. Some nurses have a need to 
exercise authority, just as others have a need to serve the indi- 
vidual patient. One can conceive of several situations in the early 
experience of the authoritative person which may have contributed 
to this need. Later in her professional life she continues the pat- 
tern that was set by these early experiences. Perhaps at one period 
her prestige suffered in some way and she is now compensating for 
that rebuff. The saving part of the situation is that realization of 
some of these factors is leading to less rigid methods of nursing 
education and to a broader concept of nursing, with the result that 
overauthoritative nurses are beginning to seem to other nurses as 
maladjusted as they appear to the layman. 

Techniques and procedures, if they are considered important in 
themselves and not merely as a part of the care of the patient, 
may lead to an exaggerated emphasis on organization. For in- 
stance, a nurse who is concerned mainly with nursing procedures 
may seem not to appreciate her patient’s sufferings and so does 
not relieve them, though in reality she is far from being unsym- 
pathetic. We should be mistaken if we considered that all nurses 
are actuated by the motives of pity and the understanding of 
suffering previously described. Skill in techniques and the wish to 
relieve suffering do not necessarily go hand in hand. A nurse, like 
members of other professions, may enjoy the sense of power 
gained by the actual manipulation of tools and of people, without 
direct sympathy for those whose illness or health problem is the 
crux of the situation. Some few nurses lack imagination and there- 
fore are slow to grasp the needs of the patient. Others are more 
or less impervious to the fact of pain because of their interest in 
the procedure they are carr^dng out. Experience in conserving her 
emotional energy throughout days habitually spent in the pres- 
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ence of pain or discomfort helps to give the nurse the poise and 
emou'onal equilibrium necessary to do her work. But it does not 
seem likely that such experience would make her callous to the 
sufferings of patients, although the accusation is often made. It is 
more likely that her interest in techniques and the routine of the 
job is characteristic of a long-standing behavior pattern. 

Emphasis on techniques may result in part from a rigid type of 
training rather than from a nurse’s previously established emo- 
tional pattern. The following excerpt from an article by Dr. 
Karl M. Bowman is a humorously exasperated, but merited, com- 
ment on this point: 

I would like to re>emphas52e the danger of stereotyped routine and the 
necessity of constantly reviewing aU administrative and clinical procedures 
with a willingness to discard any procedure which is unsatisfactory. ... We 
may become so interested in structure, in organization or in the conect run- 
ning of the institution that we lose sight of the fundamental fact that the 
test of a good hospital is bow well the patients in that hospital are cared for.” 

In illustrating this Dr. Bowman cites the early morning hour 
at which patients are awakened in many hospitals, the unusual 
hours for meals and, apropos of the ambulatory patient’s day- 
time rest and his use of the bed (or this, adds, “I have the impres- 
sion that the great insistence on an immaculate looking bed has 
been so deeply ingrained in her [the nurse] from her period of 
nurse’s training that it is almost impossible to desensitiee her.” 

Of the many public health nurses who enjoy bedside nursing, 
some like it primarily because it is the nursing activity in which 
they have been best trained and which they can best perform. 
There is security in the familiar procedures and satisfaction in 
carrying out a skilled procedure successfully. But there is also 
danger to the nurse in this repetition of familiar techniques. It is 
possible to use a liking for bedside nursing as an unrealized 
defense against the broader purpose of seeing the family situation 
as a whole and then making use of this for teaching purposes — 
perhaps less familiar ground. For example, emphasis on bag tech- 
nique or insistence on the exact use of certain procedures may 
sometimes go beyond the care necessary to safeguard the patient. 

A nurse may so immerse herself in what she feels to be necessary 
bedside nursing that she has no time for work with well people, 
in which she is less secure. 
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Some public health nurses iear bedside nursing and, perhaps 
quite unaware of this fear, merely think that they do not like bed- 
side work. This fear may be based on dread of contracting a com- 
municable disease from the patient. Nurses might consider such 
an attitude cowardly and so suppress it. For example, fear of 
tuberculosis is widespread among adults, a reaction which doctors 
and nurses do not entirely escape, especially when their work 
brings them in constant contact with this disease or when the 
experience of a friend or relative makes it part of their personal 
as well as their professional lives. Dr. E. P. Bledsoe in his book, 
The Psychology of the Tuberculous Patient , describes such fear 
on the part of an intern who was quite unconscious of his feelings 
in this respect until one night he dreamed that he was undergoing 
hemorrhage after hemorrhage from the lungs. 

As an illustration of such fear in a nurse, a situation comes to 
mind in which a field nurse could not see the obvious importance 
of frequently dressing a patient’s draining tuberculous sinus, 
though no one else was available who was capable of doing the 
dressing. This nurse knew she was afraid of tuberculosis in spite 
of the safeguards offered by her technique. What she had not 
realized, or had suppressed until she was no longer aware of it, 
was the connection between her fear and her feeling that this 
particular dressing was unnecessary. It is this “missing link” 
which constitutes danger to the patient. 

Nurses also are afraid of contracting syphilis from patients 
who have this disease, perhaps in addition to an acute condition 
for which nursing care is needed. Much of this fear has been 
founded on lack of Information as to the stages when syphilis is 
communicable. When the disease is in a communicable stage, fear 
may create in the nurse a distrust of recognized techniques known 
to offer ample protection. Accidental infections in well-organized 
sjphilis clinics are practically unknown. Yet doctors and nurses do 
not escape “sjphilophobia.” 

Unrecognized fear leading to dislike of bedside nursing can 
also be based on a sense of inadequacy in bedside techniques. 
Inadequate training and lack of manual skill are obvious con- 
tributing causes here. Often this fear is due to the fact that the 
nurse has not done bedside nursing for some time and therefore 
has forgotten her techniques, or thinks she has, or is aware that 
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new methods are in use with which she is not familiar. It is the 
dislike which is expressed^ however, not the fear or the sense of 
inadequacy which probably lies behind it. 

This writer has never encountered the problem of raalinger> 
ing in a nurse. However, that such behavior might well occur on 
an unconscious level is brought out in an article by I. R. Somenthal 
entitled, “Malingering in Nurses with Hysteria.” He says: 

The nurse’s psychological situation is not an easy one. A nurse has to take 
care of other people whether she feels well or not. . . . Whenever her 
dependent tendencies are aroused, this is greatly increased by being con- 
tinually exposed to sick people who have the right to be taken care of by 
others. . . . That they [nurses] occasionally succumb to temptation and wish 
to be sick themselves is quite intelligible. This wish to escape into sickness, 
together with the opportunity and a knowledge of the different symptoms, 
would seem to make them easier victuns of malingering than many people 
who are not exposed constantly to this type of emotional diScuhy charac- 
teristic of their profession." 

It would be sad indeed if nurses began to spend a large part of 
their time hunting for their own hidden motives. To a certain 
extent we must take ourselves for granted, without too many 
attempts at self-analysis. But the /act remains that there is a 
dynamic basis for our attitudes, and we often do not recognize 
what it is because it would be painful to do so. Unconsciously we 
protect ourselves from this unpleasant experience by making a 
more acceptable interpretation of the way we feel. Our own experi- 
ences and relationships color this interpretation which, in turn, 
influences the nurse’s method of caring for the sick patient. 

An especially illuminating illustration, furnished by a large 
organization which is responsible for most of the bedside nursing 
in a Midwestern city, shows how a nurse’s work can be hampered 
when she does not understand her own motivation. This nurse 
carried unusually heavy family responsibilities as well as a heavy 
case load. Her elderly mother suffered from a malignant condi- 
tion requiring careful surgical dressing in the morning before the 
nurse left for work and again in the evening. For her mother’s 
sake the nurse felt she should make her home in a suburb. This 
meant a long ride to and from the city during the morning and 
evening rush hours. The nurse maintained this program month 
after month. She gave patient, untiring service to her mother. But 
quite unconsciously she made her patients pay for her own difficult 
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situation. While she -svas tolerant with young persons who were 
ill, she was dictatorial and hard in her dealings with elderly 
patients, especially those who had illnesses of long standing. She 
wished to discharge elderly postoperative patients from nursing 
service before their condition warranted it and unconsciously 
minimized their symptoms in her reports to the physician. She 
was impatient with families who, according to her staiidards, did 
not take adequate responsibility for the care of the patient. On 
the advice of a psychiatrist who was a member of the medical 
committee of the organization, the director explained to the nurse 
that she was carrying an impossibly heavy burden at home, that 
her natural rebellion and resentment, which could not be ex- 
pressed against her own mother, found vent in her treatment of 
patients in similar situations. The nurse at first reacted against 
this with great dismay and unbelief. Ten days later she came to 
the (hrector to say that the latter had been right and that she had 
made plans for easing the home re^me. 

THE patient’s ATTITUDES TOWARD 
ACUTE ILLNESS 

The theory that childhood experiences, especially the child’s 
relationships with his parents, largely determine adult behavior 
explmns many things in the relationship between the nurse and the 
sick patient. Given a situation in which a patient receives bedside 
nursing, it is a foregone conclusion that to some extent the nurse 
takes the part of a mother and the patient that of a child. The 
aspect of the “mother” as a tender, pitying person or as one who 
shows exaggerated sympathy has been described in discussing rea- 
sons why women enter the nursing profession. But often a strict 
mother is also thought of as a “good” mother, whether or not her 
discipline gives rise to recognized or unrecognized rebellion on 
the part of the child. Here, then, is another reason why a nurse 
may seem to be authoritative. 

A great variety of childhood experiences further individualize 
the behavior oi both nurse and paUent during the period of bed- 
side nursing. Much of the ill patient’s behavior his docility or 
unreasonableness, his dependence or rebellion, his desire to get 
well quickly or to prolong convalescence — may be thought of as 
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a reliving of like experience in childhood. This places a special 
responsibility on the nurse who gives bedside care to understand 
herself and her patient. Bedside care as the public health nurse 
participates in it is somewhat different from that of the private 
duty nurse who has an intensive, uninterrupted relationship with 
the patient, often for months at a stretch. The importance of the 
patient’s childhood experiences as they relate to bedside nursing 
has been developed in clear detail by Mary Chadwick in Nursing 
Psychological Patients (originally presented in lecture form to 
the nursing staff of the University College Hospital, London).^*® 
Although this book deals primarily with the nursing of mental 
patients, what is said applies also to general nursing, both 
directly and because the line between the normal and the abnor- 
mal is not clear cut. 

It is true that each patient reacts as an individual. Yet certain 
emotional reactions common to acute illness seem well enough 
defined to bear comment here. The three reactions discussed in 
the following material are fear, regression, and egocentricity. 
These reactions are described in slightly different terms in a chap- 
ter on the social psycholo^ of acute illness contained in a bul- 
letin of the Social Science Research Council entitled, Adjustment 
to Physical Handicap and Illness.* 

Fear is an almost universal reaction to a grave illness. Except 
when death is welcomed, consciously or unconsciously the patient 
may be afraid that he will die. He may show typical symptoms of 
intense fear when a fatal termination of his illness is practically 
out of the question. He is afraid of the unknown couise of his 
illness and perhaps very much afraid of mysterious treatments 
which may be unpleasant or actually painful. He is afraid that his 
business will suffer without him or that his job will not be held 
for him. Sometimes we inadequately describe fears about practical 
matters as “worries.” Realistic financial troubles are basic enough 
to be ranked as fears. The paUent may fear for his family if he 
has family responsibilities. Such fear is related to the dread of 
crippling disease. Threats to vigor, youth, beauty are added ter- 
rors which patients may not express but which are deeply rooted. 
Such fears, either expressed or uneqsressed, can often be relieved 
to some extent by the nurse. 

An opportunity to talk about his concern may be helpful to the 
patient. The nurse can listen thoughtfully and with interest if he 
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feels a need to tell her about his difficulties and if he is quieted 
and relieved by doing so. Being a good listener, however, may not 
include giving advice, as one often is tempted to do after the 
patient has expressed his problems. It is the opportunity to share 
his fear and bewilderment with the nurse which the patient may 
need at this point, not the added effort of thinking through sug- 
gestions for meeting his predicament, though the nurse keeps in 
mind the patient’s possible need for active help. 

On the other hand, the patient may be inarticulate, though he 
shows unmistakable signs of anxiety. Or it may be obvious to the 
nurse that his words do not express what he feels. In fact, he may 
be expressing just the opposite of what be is feeling. While he 
may say that he expects to be up and around again within a few 
days, he may actually be feeling, “I’ll never be the same again.” 
If she responds superficially and without thought, the nurse might 
congratulate the patient on his optimism, leaving his fears unre- 
lieved. She might suggest, on the other hand, that it would be 
quite natural for the patient to be somewhat worried about his 
condition, that sickness carries with it a depression and a feeling 
of helplessness. These words have an artificial ring since they will 
be different in every situation, but their purpose will be the 
same — to speak to the emotion, often fear, which lies behind 
what the patient says, or behind his silence, and to show him that 
others who are ill feel as he does. 

However, what is said to the patient or in bis hearing may 
increase his fear. Since the patient is afraid, and is therefore not 
a very Taticmal being, he frequently misinterprets conversation 
that he overhears. Both doctors and nurses may make casual 
remarks near the bedside of a patient which are interpreted by 
him as referring to UmseU, and which may be so amplified and 
distorted in his imagination that they lead to the perpetuation of 
his sj-Tnptoms, so that his Illness becomes chronic. Or a physician 
or nurse may use professional “jargon” which is wrongly inter- 
preted by the patient. This “jargon” may be used deliberately in 
an attempt to mask the meaning of the words. Medical literature 
points out that a casual, unthinldng mterpretation to the patient 
of a diagnosis of cardiac disease may crystallize all his formerly 
%-a^e anxieUes and center them about his heart, to the intensifi- 
cation of his illness. Frequently it is the nurse’s tosk to interpret 
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the doctor’s diagnosis further to the patient and his family. Her 
explanation must not add to the patient’s fear and create over- 
solicitude on the part of the family, yet it must clarify the 
patient’s condition sufficiently to assure adequate care. 

Some of the patient’s fear is due to ignorance of the purpose 
and method of treatments or to dread of painful treatments. 
These procedures are all in the day’s work to the nurse. She may 
not realize how mysterious and fearful they seem to the patient. 
Her silent, purposeful collecting of equipment at the bedside may 
well be watched by the patient with a feeling of misgiving which 
could be relieved by explanation. More barm than good follows 
an attempt to gloss over the fact that a treatment will be painful 
or disagreeable. The emphasis at such times might be put on the 
expected result of the treatment. Here again, generalities are not 
helpful. “This is for your own good,” is one of life’s most exas- 
perating inadequacies. But if, for example, the patient’s body is 
parched for lack of fluid which he cannot take by mouth in suffi- 
cient quantities, he can understand something of the relief and 
rela.xation which will follow intake of fluid by other means. 

Prejudice against certain drugs or treatments may be based on 
superstitions or religious laws which the patient is afraid to trans- 
gress. Ill-founded as some of these may seem to the nurse, they 
are realities to the patient. If one Is able to modify the treatment 
until it is in accord with family or racial customs, the patient's 
fear and resistance are diminished and the treatment has more 
chance of benefiting him. 

The nurse often helps actively when the patient’s fear is fed by 
anxiety over family or business. If a mother, ill at home, sees that 
the children are unkempt and unsvpervised or that her husband is 
not having proper meals, her recovery may be retarded by her 
anxiety. The man of the fam/fy, iff m bed, is equally tortured by 
mental pictures of confusion at his office or by a conviction that 
another man has been given his job. Mere reassurance here is 
little help because the patient feels that the nurse does not under- 
stand the reality of his difficulties and so loses some of his sense 
of security with her. Usually one member of the family stands out 
as the person most capable of taking responsibility in the situ- 
ation. With that person the nurse can plan for needed help. 
Unless the family is entirely disrupted by the illness they will be 
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able to work out with her a plan that will fit their needs. The 
nurse helps best in this planning if she is unhurried and calm and 
able to show the family plainly, but supportively, how^ the pa- 
tient is harmed by existing circumstances. The situation may 
call for an immediate referral to other community resources. ^ 
When it is not possible to relieve fear by methods which require 
reasonableness on the part of the patient, he can be ^ven security 
in other ways. The nurse’s own bearing and manner can help to 
give him confidence. A baby senses his mother’s muscle tension, 
reacts to it with fright. In the same way the patient is aware of 
the muscle tension of the nurse who ^ves him care. If the nurse 
is relaxed, poised, serene, able to use her hands without false 
motions, the patient’s tension will also be relieved. Fear is a lonely 
feeling as experienced by the sick patient. The nurse can help him 
by making sure that he does not feel “deserted.” If he is to be left 
by himself, he must feel that someone is within call. In other 
ways, by careful attention to detmls of comfort, the nurse shows 
the patient that she understands his pain and discomfort and that 
in his suffering he is not entirely cut off from other people. Some 
bedside techniques are planned to add to this feeling of security 
on the pact of the patient. For example, the nurse turns the patient 
toward her rather than away from her in giving nursing care, not 
only to ensure that she does not roll him out of bed, but also to 
give him comfort and reassurance from her near presence. 

Bertha Damon, who has had an experience of acute illness, tells 
us something of her feeling of aloneness in the following excerpt 
from her book, A Sense of ffrontts: 

When you are coming out from an anesthetic, time does not exist. Time 
usually seems the sequence in which things happen. Here nothing happens. 
Time telescopes into nothingness. ... 

Out in offices and houses and fields, life is allj in your hospital room, 
caught in the coils of this monstrous lime, life is the receding, the Tcmote, 
possibility. You are n'alled away from Ufe. Hospital rooms seem to have 
\-aslly more ceiling than any rooms people live in. White and Impenetrable, 
beginning at a point directly over your bead and running down and harden- 
ing into walls, k is all of a piece. 

You are alone, under your ctiUng, sick and in prison, and no one visits 
you. Sdeoce thinks it better that no one should \Tsit you "for the next few 
daj-s.” Is there somewhere a hand that might qm'etly take yours, a face with 
grave ej’cs that say, "I understand,” a voice that would speak of what is in 
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your mmdP Perhaps, but science would not have your cardiac action upset. 

The door opens, and you turn your head a little. ("Oh, let us speak of 
bfe, let us touch dear memoriesJ”) It is a technician who enters; she pierces 
your ear for a blood count and goes out. 

Again the door opens, noiselessly. ... It is the doctor and he is taking your 
pulse. A nurse shows him the chatL You can see his face change. He takes 
your hand; you press his, believing for an instant that this is sympathy; but, 
no, his handclasp is merdy to confirm the charted report of your temper- 
ature. (“Is there nothing to roe, then, but body?”) 

"I have known you a good many years,” the doctor says, “so I think I wUl 
tell you something. It is not customary to tell a patient, but I know you can 
take it. It is this —he hesitates — “you— you have a temperature of one 
hundred and five.” 

He looks at you. Is it undcrstandingly? (“Oh, doctor, tell me — is it true 
that in my father’s house there are many mansions? Nonsense — don't ask 
him anything so foolish — he does not know — the answer is not in materia 
medica”) . . . 

Alone again, I and the ceding. There are one or (wo persons I should like 
to see. They and I would have words to say. Only a few words, of necessity; 
but good. 

How lonely birth and death have become. Once all the royal court was at 
the homing to hear the first cry, and all might be as merry and social as at a 
reception. Remember all the cozy ofd pictures of deathbed scenes with the 
big family grouped around the high feather bed. . . . The expression on the 
patient’s face, pleased and content. . . . 

I am lonely. If only there were some companionship in this business. And 
my feet are cold and floating.*’ 

Some of us, on reading the above material, feel defensive 
about it and tell ourselves that this is not a true picture; that a 
patient with such a high temperature was irrational. Then we are 
forced to remind ourselves that this is the way one patient felt. 

Partly because of his fear and partly because of his helplessness 
the acutely ill patient becomes somewhat like a child. A tendency 
to regress emotionally is typical of the sick patient. Sometimes 
we accept this fact without thinking how the patient’s tendency to 
regress must affect nursing care, or what it actually means to be 
childlike. A child is dependent on others for care. He is impatient 
of restraint and rebels against uncontrollable events. His imme- 
diate wants are of more importance to him than the harmful 
results which may arise from saUsfying them. Tomorrow is a 
long way off as the child conceives of time; he can think only of 
the moment. In other words, the reasonableness which the adult 
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may ha\E bmlt Mp in tie course o{ years may crumble away, 
though only temporarily if the building was done soundly and if 
the nurse is helpful to him. 

Awareness of the nature of this temporary regression affects 
nursing care in two ways. In the first place, it helps the nurse to 
understand the patient’s reaction to nursing care and her own 
reaction to the sick patient, and therefore leaves her more free to 
work with him successfully. In the second place, it clarifies the 
danger of overprotecting the patient at this time. It is not safe to 
make illness pleasanter than health, not only because conva- 
lescence may be retarded but because life for some patients is so 
difficult that, unconsciously, they seek a door through which they 
may escape without incurring blame or self-accusation. They may, 
for example, escape into chronic invali^m. While unconsciously 
aiding the patient’s regression, the nurse can open this door to 
chronic illness. Awareness of the patient’s tendency to regress 
helps the nurse to understand his demands and to gauge the 
amount of help he needs from her, especially during convalescence. 
In adding to the patient’s sense of security and in contributing, as 
just suggested, to his ability to face a return to normal living, the 
nurse reinforces the patient’s desire to recover and his capacity 
for effort. 

A nursing record gives the following instance of a mother who 
enjoyed the attention received during her postpartum period so 
much that she prolonged her convalescence. The patient bad 
worked very hard since prlhood and had been almost continuously 
pregnant since her marriage. Now the oldest girl was able to 
care for the household in an emergency. With the help of the 
nurse, she also cared for her mother and the newborn baby, fol- 
lowing a home delivery. Two weeks went by and the mother still 
felt that she should be a bed patient, unable to bathe herself or 
to take any responsibility for the baby although pregnancy and 
delivery’ had been uncomplicated. The daughter was growing rest- 
less and resentful under her double burden of work and responsi- 
bility. Faced with this situaUon, the nurse and daughter carried 
out a day-by-day program which helped the patient to take up her 
normal life. They asked the mother’s opinion about household 
matters to show that her dedsions were needed. Gradually the 
mother resumed the planning of meals and of purchases. After 
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giving the mother bedside care, the nurse brought the baby to the 
bedside to bathe him, asking the mother to hand her his clothes 
as they were needed and placing him in his mother's arms for his 
bottle after his bath. Soon the mother finished the baby’s bath as 
she sat in bed with materials at hand. When the nurse made her 
morning call a few days later, the mother pointed with pride to 
the baby already bathed and in his basket, and to the heap of 
greens she was preparing for dinner. 

Regression can show itself more subtly than in this simple 
instance. Without an awareness of the patient’s tendency to 
regress, the nurse might miss the significance of certain symptoms, 
as well as the meaning (or the patient of the kind of care he is 
demanding from the nurse. For example, a patient who had re- 
covered sufficiently to be out of bed and to dispense with the 
bedside service of the visiting nurse could not bear to be without 
the nurse’s care. “I want you to come every day,” she said, “and 
to give me my bath and rub just as you have been doing.” The 
nurse reah'zed that the patient had felt like a sick child being 
bathed and dressed by her mother and that she had welcomed 
this experience. She attempted to put the relationship on a differ- 
ent basis by saying that if she continued to come the visits must be 
paid for at the full rate, inasmuch as the acute need for bedside 
care had passed. When the nurse refused in this way to be a pro- 
tecting, generous “mother,” the patient did not want her services. 

It would have been quite possible for the nurse to have prolonged 
her patient’s convalescence had she allowed her possible enjoy- 
ment of nursing a dependent person to cloud her understanding 
of the patient’s needs. 

It is obvious that feeding and bathing patients and the manage- 
ment of elimination — basic problems in the care of all sick 
patients — can contribute to the patient’s regression if they sym- 
bolize infancy to the nurse rather than the care of a bedridden 
adult. In the words of Miss Chadwick, whose book, Nursing 
Psychological Patients, has already been mentioned, “the child 
that remains in the patient readily responds to the mother wish 
in the nurse to tend the helpless.” Especially in the acquiescence 
or apparent unreasonableness of the patients in matters of food 
and elimination does one see old childhood patterns relived. The 
nurse too has had similar childhood experiences. Carrying her 
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description of the tendency of tlic patient to regress into further 
detail regarding bedside care, Miss Chadwick suggests that, in 
her observation, the symptom of incontinence not infrequently 
provoked a negative reaction on the part of the nurse. 

For this subject especially sbe scema to lose bet grip of her proftssional 
knowledge tbal it is a sj-mplom, and one that denotes severe illness, and irot 
merely a tccuTicnce of childish naughtiness on the part of her patients, 
young or old. . . . This attitude will usually be the reaction of the young 
nurse who is very positive and anidous to save herself as much trouble as 
possible, it is true [sic]; hut it is amaiing to observe how often it will occur 
in those who we should have thought would not have allowed their per- 
sonal feelings to swamp professional oblipUons and the knowledge they 
have acquired, yet in this we may also see a clear instance of last to como. 
6rst to go, in respect to acquired knowledge cutting across old teaching of 
childhood* 

Though most rvurscs, remembering how often they have uncom- 
plainingly changed the beds of inconUnent patients, may be reluc- 
tant to admit this, it nevertheless bears thinking about. 

If the patient likes the nurse, the latter can help simply through 
the effect of her own personality. It may create self-consciousness 
on the part of the nurse, or even a feeling of resentment, to bring 
up the question of her personality in this connection. But to a 
considerable extent it is because the patient wants to be like the 
nurse who is well, who has vitality, who is poised and, above all, 
adult, that he welcomes returning health. One can see how impor- 
tant this identification of the patient with the nurse becomes, not 
only wth the sick patient but in family health work as well. 

A third reaction to acute illness is the patiervt’s preoccupation 
with himself. Even when he is concerned with business and family 
cares, the patient is centering intensely upon himself. The out- 
going friendliness, the love of others which may be characteristic 
of him while he is well ate directed to some extent toward him- 
self during acute illness. He is especially preoccupied with the 
part of his body which is diseased. His illness becomes an impor- 
tant milestone in his life. His demands for attention and his insis- 
tence that details be attended to in the way he personally likes 
best are partly childlike reactions, but they are also partly due to 
the fact that he has become more than usually important to him- 
self. For example, the patient wonders why the nurse does not 
come to him first on her daily schedule of visits. He insists that 
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the table at his bedside be arranged in a certain way; that pro- 
cedures be carried out in accordance with his individual prefer- 
ence. The authoritative nurse who feels that the situation should 
be handled "her way” finds this increasingly egotistical behavior 
on the part of the patient exasperating and unnecessary. Dr. 
George W. Wright, writing on mental hygiene and psychology 
for nurses, suggests with regard to this egocentric behavior that 
nurses, doctors, and administrators must learn to individualize 
the treatment of patients because there is no time when people 
are more individual than when they are sick.^°^ Dr. Wright points 
out that when we are well we more easily accept standardization; 
we can be grouped and disciplined to a certain extent. For 
example, he says, one can take fifty nurses and lay down rules 
which in most instances can be observed. But there is no way of 
laying down rules which would fit every case of sickness. Usually 
the public health nurse has an infinitely more hopeful oppor- 
tunity to individualize her care of her patient than the nurse 
employed in a large institution, though in a number of hospitals 
steps have been taken in the direction of individualized nursing 
care. 

While these three reactions have been described as common in 
some degree to all seriously ill patients, their extent is determined 
by the kind of person the individual patient may be. His attitude 
toward his illness will depend upon the manner in which he has 
met former trying situations. Some childhood experiences may 
still be potent in their influence although the patient may not 
remember them or see their relationship to his present illness. He 
may be especially influenced by experiences which related directly 
to illness. 

Illness in the patient’s family, especially the illness of his 
parents, is one of the most far-reaching of such childhood experi- 
ences. We know that children suffer physically from exposure to 
such diseases as tuberculosis. But they also suffer emotionally 
from the illness of their parents if the parents are unable to 
accomplish the difficult task of living as normally as possible 
with their own illnesses. A study of 320 cardiac patients indicates 
that children with a tendeD<y to "nervousness” and sickliness are 
found more frequently among those who have lived with cardiac 
or "nervous” parents than among those who have no such 
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heredity or who, having this heredity, have not been in contact 
with the farentP In other words, the attitude of the child’s 
family toward iUness may be more important for the child's wel- 
fare than the fact of family illness itself. 

A family known to a visiting nurse association furnishes a case 
in point. This family consisted of father, mother, and one daugh- 
ter, eight years old, whom the mother kept with her constantly. 
The mother had been miserable for years because of a gyneco- 
logical condition. She described and discussed her symptoms in 
the child’s presence and emphasized her own discomfort and lack 
of energy. Soon the eight-year-old child also began to complain 
of gynecological symptoms impossible in a child of her age. The 
nurse was faced with the problem of helping to improve the child’s 
emotional environment before the foundations of invalidism were 
too firmly built. 

Illness or defect in a brother or sister which requires unusual 
care and attention from the parents may create a problem in the 
well ciuld since he, too, has a need for attention. It is difficult for the 
well child to see the advantage of slaying well when his parents* 
love seems to him to be directed mostly toward his sick brother, 
often in the form of toys and tempting food. The outgoing child 
may solve his problem by exhibiting such annoying behavior that 
his parents are forced to pay attention to him in spite of their 
preoccupation. Or he may openly show dislike of his brother, to 
the shocked surprise of his fairuly, who do not understand that a 
child is not a socially disdpUned person who can step aside for 
others or can at least make an attempt to do so. If he tends to 
be ingrowing, he may consciously or unconsciously develop symp- 
toms of his own which will give him his share in family solicitude. 
He may return to infantile habits, or the foundations may be 
laid for a persistent feeling that as a person he does not amount 
to much. He may spend the rest of his life trying to cover up this 
feeling in various ways. 

An individual’s attitude toward iUness is influenced not only 
by childhood experience with family illness, but by serious illness 
in those he loves or with whom he is associated at any time of his 
Ufe. Family illnesses may so affect him that he is convinced that 
he too IS suffering from them or has a tendency toward them, espe- 
cially when he is aware that the disease is one which appears in 
succeeding generaUons. “Pseudo-heredity,” this has been called. 



NURSING THE SrCK PATIENT 221 

Attitudes toward cancer furnish a familiar example. The closer 
the individual has been to such an illness, the greater his tendency 
to be affected by it. This seems obvious, but physicians interested 
in this aspect point out that many medical histories fail to state in 
connection with family illness whether or not the patient nursed 
a member of his family or a friend through a difficult or terminal 
illness or otherwise took heavy responsibility at the time of the 
illness which might intensify his reaction to it. 

The patient’s conviction that he has a certain illness may be 
influenced by other experiences of adult life which have caused 
him anxiety. For example, a sexually promiscuous person is readily 
led by a quack to believe that he has acquired syphilis. He is will- 
ing to enter into long treatment for the disease without demon- 
strable symptoms of it. 

The patient's own illnesses also leave their mark. Studies sug- 
gest, however, that the attitudes of (hose around him during his 
illness rather than the illness itself, except in cases of organic 
damage to the central nervous system, may determine the way he 
feels about illness and the use he makes of Several 

points of interest to nurses in this connection emerge from the 
Hardy studies on school children.*®' ^ Findings indicated that 
“children whose training schedules were most frequently inter- 
rupted by sickness during (heir early years were ieast likely to 
manifest behavior difficulties at the elementary school ages.” Fur- 
thermore, “children exhibiting several signs of poor adjustment 
had had the least amount of sickness while those who appeared 
to be making satisfactory adjustments had had the greatest 
amount of illness.” These results perhaps are at variance with 
those we should have expected from such a study. The author 
offers two explanations. She suggests, first, that having to undergo 
unpleasant experiences such as illness can help the child to iace 
reality in his environment; second, she feels that the attention 
which the child received during illness may have added to his 
sense of security. Another finding is of more positive value. The 
study showed that the children under observation had fewer 
problems of adjustment when they were entirely well. In other 
words, vigorous health is a much more important factor in con- 
ditioning desirable person^ty tnuts and attitudes than the 
absence of actual sickness. Dr. Walter Bauer, in an article en- 
titled “The Changing Patterns of Motivation,” which is both 
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amusing and profound, says, **1 am ready to say that there are 
things more important than mere passive good health.” 

On the other hand, a study of emotion and the incidence of 
disease by Dr. George M. Stratton suggests that frequent child- 
hood illness may influence not only the child’s attitude toward 
possible later illnesses, but even his emotional reactions in gen- 
eral.®® This study showed that in a group of college students, 
those who had suffered serious illness before the age of six were 
apparently more subject to flare-ups of anger than those who had 
not been seriously ill before that age. However, the study does 
not eliminate the possibility that the patients’ reactions were due 
as much to the attitudes of those about them at the time of illness 
as to the illness itself. 

Since the child’s actual acute illness may not in itself neces- 
sarily hold dangers for future adjustment provided recovery takes 
place, the nurse will realize more dearly than ever the importance 
of the attitudes of those surrounding the patient, for they will 
determine to a great extent whether his illness will create lasting 
emotional difficulty or will perhaps even be a helpful experience. 

An understanding of the possible meaning of illness for the 
patient helps the nurse to evaluate the way he manages his illness 
as well as her own feeling about his behavior as a patient. We may 
make the mistake of considering the patient who uncomplainingly 
endures a long illness or recurrences of illness as “well adjusted” 
when perhaps he accepts his illness easily because he has an uncon- 
scious need for it. He may, in fact, be far more poorly adjusted 
than the person whose restlessness or rebellion against illness is 
more troublesome to the nurse. Such a situation is not unlike the 
classroom attitude of teachers described by E. K. Wickman 
and mentioned in a previous chapter. This study showed that 
teachers, on the whole, at that time considered only the aggres- 
sive, obviously troublesome children as “bchador problems,” 
while the difficulties of the shy, solitary child went unrecognized 
because his behaWor did not force itself upon their attention. 

nursing the sick child 

It is easier for the nurse as well as for the mother to care for 
an acutely sick child without bec o ming frightened If she remem- 
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bers that children over-react to pain and other stimuli. Because his 
nervous system is not completely developed until several years 
after birth, the young child is unstable as compared with an adult 
and has fewer inhibitory processes. The wide variation in temper- 
ature even among well children after vigorous exercise, for 
example, is clinical evidence of this instability. If an adult were 
to react in this way, a more serious condition might be implied. 
But the mother may not realize that such a comparison is valid 
until a succession of apparently terrifying illnesses which her child 
comes through with ease finally teaches her. The fact that the 
child’s nervous system is relatively unstable suggests that the sick 
child should be guarded from noise and excitement. 

During any acute illness, normal daily patterns must be set 
aside. It would be impossible for parents not to show anxiety and 
strain. Everything that will make the child comfortable or will 
gratify his wishes is done. It is not strange that he enjoys this new 
opportunity to be the center of the household and to use the new 
power he holds over his family and especially over his mother, 
who may seem to belong to him now more than she has for some 
time past. 

It would be impossible to observe or work with children during 
some of the phases of their development — perhaps especially the 
training and the adolescent phases — and still believe the regres- 
sive old saw that childhood is a period of continuous bliss. Instead, 
it is clear to us that children suffer just as older human beings do. 
Some of the pain children undergo is mainly psychic. Some of it is 
mainly somatic and results from bad bumps and falls and all the 
major and minor accidents of childhood. Some of the physical 
pain is associated with illnesses, again major or minor. It is hard 
for adults to see a child who Is in pain without trying to assure 
him either that the pain is not there or that something outside of 
himself (“the naughty door”) has caused it. Or, they will try to 
bear the pain for him. In these ways adults may over-react to the 
child’s pain. Thus we have the possibility that not the pain itself 
but the attitudes of those surrounding the child may hinder him. 

A pamphlet by Marian R. Genneria called Pain: A Factor in 
Growth and Development, discusses this in more detail and gives 
illustrative material from the author’s experience. The foreword 
summarizes some of the content as follows: 
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In general adults do have the important duty of protecting children from 
excessive pain — pain which is beyond a child's limited equipment to deal 
with. It is important, therefore, for adults to realize that since pain is a 
natural response, children can and should be protected from it only to a 
limited degree. We must discriminate between painful situations from which 
a child must be shielded and painful situations from which he cannot be 
protected. More than that, we must imderstand from which situations we 
must not make an effort to protect him." 

It is further pointed out that the child “grows” through finding 
resources for endurance within himself, up to the limit of his 
capacity. 

The exhausted mother and the demanding small convalescent 
who will not allow her to go out of the house for fresh air and 
relaxation make a picture familiar to the nurse. The nurse has not 
been subjected to acute fear as has the mother and so can see the 
situation more clearly. She can point out to the family that rou- 
tines gradually can be resumed, that new activities can be given 
the child so that he will begin to find interests other than his 
dependent clinging to bis mother. If she has imagination and 
understands appropriate play material, she can give the family 
practical help by suggesting amusement for the patient which will 
give him the amount of activity recommended by the doctor. The 
child is better able to understand the period of acute illness when 
he is in actual pain than the convalescent period, during which his 
weakened condition is less obvious to him. Play can furnish a safe 
outlet for his growing energy and a useful road back to his usual 
activities. Play material may also decrease the possibility of mas- 
turbation, which sometimes accompanies the convalescence of a 
child who is bored and unoccupied. At first his attention span will 
be shorter than usual and he will require a variety of play 
material, which will interest him for short periods. Some of the 
play material should be of a kind that the child can use by himself, 
and, increasingly, it should require active participation by the 
child. The danger is that mother and friends will continue to 
“amuse” the patient as they did when he was capable only of 
passive participation. Perhaps at this time he can be given an 
interest in creative material that will continue when he is entirely 
well. 

The nurse can explain to the parents that their concern over the 
child’s symptoms should be expressed as little as possible in his 
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presence so that he will not prolong them to gain attention. For 
example, many a child has found during an illness that his vomit* 
ing creates a pleasantly complicated situation. Those present rush 
about and wait on him anxiously. Such a reaction on their part 
can be built up by the child until his slightest gag brings response 
from the family. This is one way in which a child learns that 
illness can be useful. The suggestion offered here is not the with- 
drawal of the family’s interest and attention from the patient, 
but the redirection of that attention toward devising normal 
activities for the child as fast as his condition will allow. Two 
sources of danger need emphasis. Special attention may be con- 
tinued longer than necessary. Or, the parents, worn out, may feel 
that the danger is past and, in indulging their own need for rest 
and relaxation, may forget the effect on the child of the sudden 
diversion of their interest to themselves and to everyday matters. 

Other instances of “problem behavior” which have been traced 
to a child’s experiences during illness are available; enuresis fol- 
lowing circumcision; continued coughing; refusal of food and 
retention of food in the mouth following recovery from tonsil- 
lectomy; food fads and refusal of food following physician’s 
orders that a child be forcibly fed a specified amount of food or 
certain kinds of food. These are instances of behavior which the 
child used originally to avoid pain but which he continues to use 
because he finds it useful in gaining his own ends — often to keep 
the attention he enjoyed during his illness. These attitudes in turn 
are important in adult life, both to health and to social adjust- 
ment. 

Adults sometimes forget that the child’s work and play are as 
important to him as their own activities are to them. In fact, they 
may be much more importaat to him because he lacks the perspec- 
tive that experience may bring. A temporary illness may hold as 
many inherent dangers for his emotional life as does a permanent 
disability if these dangers go unrecognized. Partly for this reason, 
many communities make teachers available to shut-in children. 
Katherine Oettinger tells of a visiting nurse who cooperated in 
such a plan, and describes its effect on a small boy; 

A youngster, who broke his pelvis, had been a leader in his class. He 
maintained friendships with the boys who visited him and gave reports of 
their advance in studies. This eighth grade pupil was becoming fretfu]. 
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whiny, and morose. He would not graduate wth his dass. Next year he 
would return to a “bunch of babies.” His mother argued and coaxed to no 
avail. He lay discontentedly with his face to the wall for the greater part 
of the day. It is small wonder, when the visiting teacher gave him six months 
of instruction, that he grasped each lesson with avidity. His poorest subject, 
EngUsh, he passed with a mark of 94 per cent. When the boys from school 
came to talk with him about lessons, he was well ahead of the game. His 
teacher had given him supplementary books to read in almost every subject. 
Elated, he graduated with an average of 92 per cent. Next year he will start 
high school with a mended body and no warping of his personality." 

The manner in which the nurse gives treatments to the patient 
during illness also acts as a conditioning experience, the effect of 
which is observable in future illnesses, in later attitudes toward 
health matters and toward doctors and nurses, and even in rela- 
tionships with other people. The nature of certain treatments 
which are easily managed everyday procedures to the nurse may 
have a significance to the child which make them difficult for him. 
The emotional reaction of the patient to various nursing pro- 
cedures is a subject which has not been widely studied and about 
wWch little is known. However, observation shows some quite 
definite reactions to the following nursing treatments. 

Rectal temperatures may be ordered for infants and small 
children who cannot be trusted to hold a mouth thermometer 
safely. This simple procedure seems to be an unpleasant one, 
sometimes not so much to the patient as to the mother, especially 
to many foreign-bora women. They do not understand the anat- 
omy and physiology of the body sufficiently to know why this is 
done. Because the procedure is somewhat mysterious to them they 
often have misconceptions concerning it. For example, mothers 
refuse to allow the nurse to take the rectal temperature of an 
infant because, as they say, this has caused diarrhea on previous 
occasions. It is more serious when the mother’s reaction against 
a rectal temperature as “immodest” is observed by older children 
or when the patient is old enough to sense that his mother sees 
something strange in what is happening to him. After all, when 
one looks at it from the child’s viewpoint, taking a rectal temper- 
ature is rather a peculiar business. As a matter of fact, many a 
child has been punished for indulging in much the same type of 
behavior. We shall have to continue to take rectal temperatures. 
But a careful, though matter-of-fact, explanation of what the 
treatment is and why it is done in this way, and the use of imagi- 
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nation and resource to avoid a struggle with the child when the 
thermometer is inserted may avoid unnecessary emphasis on a 
part of the child's body which at that time may be especially 
interesting to him. 

A two-year-old child was given almost daily cleansing enemas 
by his mother because of his consUpation, which she did not know 
how to correct through diet. After the enemas were given, the 
child was held precariously over an adult toilet so that he might 
defecate. Probably defecations had been painful because of the 
child’s constipated stools and the frequent enemas further con- 
tributed to the child's fear and rebellion concerning defecation. 
These treatments were coupled with the added fright of being 
insecurely seated during the uncomfortable process of returning 
the enema. After the nurse entered the situation, the child's diet 
was corrected until it was well balanced. However, the child still 
refused to defecate at the time he was asked to do so and showed 
every evidence of fear. His fear was again increased by the fact 
that his mother, worn out by the long struggle, spanked him for 
what she felt to be a willful lack of cooperation. He preferred 
this, however, to going to the bathroom, which had been the scene 
of painful incidents. Several months of reconditioning through 
gradual relaxation of tension on the mother’s part and through 
use of appropriate toilet arrangements were necessary before the 
child lost the fear which had been exaggerated by unwise use of 
enemas. This actual instance, as known to a nursing organization, 
stops here. But it would be interesting, if one could follow this 
child through the illness he will inevitably have, to discover 
how far he has been conditioned by his early experience. 

The nurse finds or has referred to her a number of little girls 
who have contracted gonococcal vaginitis, which necessitates 
obtaining a vaginal smear, first for diagnostic purposes and later 
as a means of determining progress. The procedure for obtaining 
the smear holds similar but greater possibilities for danger than 
that for taking the rectal temperature and, like the temperature 
procedure, it often means that the child must be forcibly held. 
Adult restraint of this kind may seem like attack to a frightened 
child. In addition to the use of restraint, the process in itseii 
is difficult for the child. Clinic staffs seem to be special transgres- 
sors in failing to realize this difficulty and in attempting to hurry 
the child through the procedure without taking time for explana- 
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tion and for quiet, gentle handling. These little girls are no longer 
infants. In addition to the obvious factors in the situation, many 
of them already have had experiences which intensify the anxiety 
and fear frequently caused by the taking of the smear. 

One nursing organization found that it was being called upon 
to give hypodermic treatments of various kinds to a large num- 
ber of children. Sometimes the child struggled, occasionally break- 
ing a hypodermic needle. The nuises compared notes on their 
experiences in giving this treatment in an attempt to improve the 
situation. Some children were comparatively untroubled by the 
injection. They cried as the medication entered the tissues, but 
stopped crying at once when the pain was over and were willing 
to be friendly with the nurse. These were children who had 
already learned to accept some painful occurrences as necessary. 
Other children reacted badly. They were very much afrmd, a fear 
which was fed by the solicitude of the parents when they were 
present during the treatment. The nurses in this group started a 
definite attempt to make the experience a constructive rather than 
a destructive one for these children, with the idea that a difficult 
experience, successfully carried through, could be helpful rather 
than harmful to them. In carrying this out, the following points 
came up for consideration: 

Is the nurse “nervous” about giving the treatment, or can she approach 
the situation in a xrzy that gives the parents and chiJd confidence and ^hicb 
presupposes acceptance on the part of the child? 

Is she skillful, and is her equipment in perfect condition? A sharp needle 
and a quick, steady hand may be the means of di'mfnishing the child’s fear. 
The actual insertion of the needle should not be painful; the nurse may he 
able to teach the child that this is so. 

Is the nurse alert to difficulties in the situation, such as former treat- 
ments which may have conditioned the child or the overs>Tnpathetic attitude 
of parents? Is she trying to solve these instead of resorting automatically to 
restraint of the patient? 

Does the nurse try to interest the cl^d in preparing for the treatment and 
perhaps persuade her to participate in this? 

Can the nurse plan the visit so that it centers about a health problem 
rather than merely the giving of the hypodermic? 

The majority of the chfldren took the treatment with less diffi- 
culty after the nurses made a conscious attempt to help them in 
these ways. 
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The problem of giving medication by mouth is also a difficult 
one. The nurse may feel that this is more the patient’s problem 
than hers. She will see to it that he is provided with the right 
dosage; then the patient must swallow it with what grace he can 
muster. The adult patient can be depended upon to do this man- 
fully in most instances, though he, too, could often be given more 
help in the way of “chasers*’ or in the preparation of the medica- 
tion. F or example, the patient is sometimes given as many as six 
sodium bicarbonate tablets though fewer tablets of higher dosage 
each would ease the process for him and be equally effective. 
Laboratories and physicians are recognizing the advisability of 
making medications and treatments as painless and convenient as 
possible. 

With patients who are children, one cannot allow the medica- 
tion to be too unpleasant if It is to be taken at all and, what is as 
important, retained. Ingenuity is a better tool than argument in 
giving medicine to sick children. To have created a situation 
where mother and nurse, armed with pill, beg and plead at the 
bedside, is a minor triumph for the child and one which he 
naturally enjoys so much that he probably will not fail to repeat 
it. An understanding of the swallowing apparatus is helpful here. 

A nurse caring for a small patient who happened also to be some- 
what mentally retarded and so still more difficult to treat, found 
that he had difficulty in swallowing pills because they became lost 
in his mouth, the sugar coating was dissolved, and the bitter taste 
was there in full value before the pill was even in swallowing 
position. She learned to place the pill on the very back of the 
patient’s tongue where immediate swallowing was inevitable. This 
was not as easy as it sounds because the child had been so con- 
diUoned by the bad taste of pUls which he had sucked that for 
some time it was difficult to persuade him to open his mouth, 
sometimes even in order to eat or drink. 

Treatments which are pleasant and comforting, like massage 
and passive exercise, also hold often unrealized elements of dan- 
ger because of their possible significance to the patient. Nurses 
who have specialized in orthopedics and who are carrying out a 
program of rehabilitation among “postpolio” patients express 
their growing reaiijalion of these dangers. They say that the 
chiid’s iliness often becomes the chief basis on which attention is 
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given him both by the nurse and by the mother. The suggestion 
previously made — that the visit center about a health problem 
rather than the giving of a treatment — may be useful in this 
instance too. Emphasis can also be placed on any progress the 
child may be making in the use of certain muscles rather than on 
the exercises themselves. The mother can be helped to understand 
how unfortunate it would be if the only time at which she gives 
the patient her undivided attention is during the period of 
exercise. 

Not only the more complicated treatments, but the routine 
matters of feeding and bathing a sick child influence his attitude 
toward his illness and his social development in general. The 
child’s habits of independence are but recently learned. He may 
resort readily to demands to be fed and cared for, and regression 
will depend on whether the steps he has been making away from 
infancy have been on the whole satisfying, and on the methods 
used in his care during illness. 

The nurse’s task is not an easy one in the many situations of 
which these are merely instances. She has a dual responsibility. In 
the first place, she must make sure that the medication is taken 
or that the treatment is adequately carried through. In the second 
place, it is the responsibility of the nurse to work out and use 
methods which will ensure that the benefits of the treatment are 
not counterbalanced by resulting emotional difficulties on the part 
of the patient. 


LONG-TERM ILLNESS 

Of necessity, new concepts as to what constitutes chronic illness 
have been arising in recent years. At one time perhaps w’C visu- 
alized sick people as belonging loosely in three groups. One of 
these groups was composed of the temporarily acutely ill; an- 
other was made up of individuals suffering from one or another 
well-known disease such as tuberculosis or cardiac ailment; a third 
consisted of long-time, chronically ill patients sometimes with less 
clear-cut diagnoses. The majority of the latter seemed to us to be 
aged patients whose care made heavy demands upon the staff of 
the public health nursing agencies which did bedside nursing. It 
has not been easy until recent years to see this public health prob- 
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lem as a whole and to realize how much is now entailed in chronic 
illness. We now think of two large groups of ill patients — the 
acutely ill, and those with long-term illnesses. However, we also 
see the interrelatedness of these two groups and accept the neces- 
sity for prevention more realistically and with more purpose than 
ever before. 

The following excerpts from America's Health state some 
necessary facts and interpretations in brief form, (The italics do 
not appear in the original.) 

A basic change is required in society’s transitional attitude toward chronic 
illness and its victims. The realization that much illness of this type can be 
prevented and that many persons heretofore regarded as inevitably disabled 
can be rehabilitated . . . must become the starting point for any genuine pro- 
gram of chronic-disease control. . . . 

Differentiation between acute and chronic diseases Is not difficult. . . . 
The latter are characterhed essentially by their long-term nature. Symptoim 
may be undetected, intermittent, or continuous. . . . They require medical 
supervision or care for months, years, or even an entire lifetime. 

In the National Health Survey of 1936 it was estimated that some 35 
million persons in the United States are suffering from a chronic illness; 
more recent research has demonstrated that this ffgure is probably grossly 
underestimated. . . . 

What are the most important diseases which can properly be described as 
having a chronic nature? Ranked in order— > in terms of combined indices of 
prevalence, resulting disability and invalidism, and mortality — they are. 
heart disease, arteriosclerosis and hypertension, nervous and mental diseases, 
the rheumatic ailments — including arthritis, neuritis, and similar conditions 
' — kidney diseases, tuberculosis, cancer and other tumors, diabetes, asthma 
and bay fever, and hernia. . . . 

Public health agencies are beginning seriously to recognise tie fact that 
chronic disease is become a major public health problem, now that many 
acute communicable diseases have been conquered and a greater proportion 
of the total population is surviving into middle and later life. It would be a 
grave mistake, iiowever, ii they wtie to attatk tKs pseWesa lassely ia tenas 
of the need for more institutional facilities. ... It is probably among the 
chronically ill persons sixty-five years of age and older that the greatest need 
exists for institutional care. ... Any attempt to solve the problem of chronic 
illness must be made in terms 0} the individual^ 

All public health nursing organizations, therefore, carry on a 
tremendous service for the chronically ill — if one uses the term 
in its vigorous current sense. Occasionally one of these patients 
may be bedridden for life. But commonly he is an ambulatory 
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patient, under the care of private physician or clinic, going to 
school or work, or caring for a household. 

In the descriprion of symptoms in the material quoted above, 
the word “undetected,” among others, has been placed in italics. 
Perhaps the inclusion of this term in the listing means that pres- 
ently we shall have more recognition of and help for that large 
group of persons who might be called “the ailing.” In the course 
of our work we see many individuals who are seldom acutely ill, 
and yet are never really well, and whose lives and relationships 
are narrowed and blunted — but whether the illness is the cause 
or the effect of this condition is not clear. They complain of symp- 
toms which they feel are too slight to warrant medical attention. 
This is perhaps especially true of our more underprivileged pa- 
tients. They have little 2est for living and must make an effort 
to carry on their work or play. Individual work with these pa- 
tients, based on study of their symptoms in relation to their 
attitudes and manner of liting, is the ultimate way in which to 
help them. If there were a more common understanding of their 
needs and a sharpening of diagnostic facilities, more rapid prog- 
ress might take place with this group. 

An illustration of such work with individuals is a project 
carried out in New York City with children of lowered vitality, 
reported upon early in 1947.*^ After experimental beginnings, a 
nutrition-health program was undertaken in 1941 by a health 
improvement class under the Board of Education, in cooperation 
with health service agencies. Gratifying results were reported, 
both with the children and with their families. Three years later, 
three more groups were added. In 1945-1946, sixty teachers 
participated in a workshop to study the findings and to plan 
extensions in their own communities. The data pointed up the 
relationship of emotional and social adjustment to physical fac- 
tors, and showed that it was practicable to pool community 
resources in helping such children. The preparation of a study 
guide followed. Among the groups that helped to prepare this 
were: the Division of Physically Handicapped Children and the 
Bureau of Child Guidance of the Board of Education; the Bu- 
reau of Child Hygiene of the Department of Health; and the Di- 
vision of Educational Nursing of the Community Service Sodety. 

In thinking about the great group which constitutes “the ail- 
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ing,” one remembers the frequently published estimate that the 
conditions of at least 50 per cent of the patients seen by the gen- 
eral practitioner have a large psychic component. This fact places 
a heavy responsibility on the physician in general practice, which 
he is endeavoring in various ways to prepare himseif to meet,'* 
A study which seems most interesting in this connection was 
carried out at the Lahey Clinic in Boston by Dr. Frank N. Allan 
and Dr. Manuel Kaufman. A survey was made oi a thousand 
patients at this clinic who had been given a general medical 
examination. The purpose was “to evaluate the importance of 
nervous and mental factors in reiation to ill health.” The “com- 
plaints” of the patients were studied in relation to the examina- 
tions. In 60 per cent of the patients these complaints were directly 
related to physical disorders; in 27 per cent they were “purely” 
psychogenic; in 13 per cent a combination of physical disorders 
and significant neuropsychiatric disorders required attention. Tak- 
ing the last two groups and omitting those with clearly mental 
disorders, 32.1 per cent or 321 patients presented “benign” nerv- 
ous and emotional disturbances. 

For these cases of “beniga” nervousoess there is no diagnostic term which 
has been generally accepted, but they must be distinguished from the other 
groups in the consideration of diagnosis, treatment and prognosis. Although 
there is no clearcut line of differentiation, there is just as much difference 
from the practical standpoint ... as between the neuroses and the 
psychoses. . . . 

A neurosis is largely dependent on an intrinsic defect in the personality 
. . . and is usually considered to be an expression of subconscious emotional 
conflicts. There may be a background of constitutional inadequacy. In the 
family history "nervous breakdown” is of common incidence. Multiple com- 
plaints are usual. The history is changeable. The onset of complaints is 
vague — they frequently date back to childhood. Benign nervousness, on the 
other hand, is largely the result of external factors. The patient is of average 
constitution. He is more likely to have a single complaint. He gives a con- 
sistent history. He can date the onset of his symptoms, and he gives a 
previous history of average health. 

The reaction to reassurance in these two types of cases is decide^y 
different. The neurotic patient is disaFpoinled when the physician tells him 
that the physical examination gave negative results. He needs psychotherapy 
planned to suit his individual circumstances. The patient with the benign 
nervousness expresses satisfaction if infonned that there is nothing physically 
wrong. He can recover without any spedal psychotherapy other than sufficient 
time with the physician to ventflale his problems.* 



234 the public health nurse and her patient 

Nursing the chronically ill patient depends on such factors as 
rest, management, and diet. The term “management” means the 
patient’s management of his life. Why does this chronically ill 
patient manage himself as he does? The answer to this does not 
lie only in difficult home conditions, to which such factors as unem- 
ployment, bad housing, and lack of recreation may currently con- 
tribute. It lies also in the factors discussed here, namely, the kind 
of person the patient is, as partly determined by past experiences 
and, among them, experiences of illness. 

In the matter of climbing stairs, for example, it will make a 
difference whether the cardiac patient is a person who does not 
face reality, disregards the fact of his illness, and insists not only 
on walking but perhaps on running up the stairs; or whether he is 
one who willingly follows instructions, so that he goes up and 
down stairs slowly and carefully and as seldom as possible. For- 
bidding the patient to climb stmrs will not necessarily eliminate 
the danger of overexertion because he will carry over to other 
situations his way of behaving. It is the patient’s reaction to home 
and work, not the conditions of the home or the job, which is the 
primary point for the nurse to observe and to report to the physi- 
cian. If the nurse considers the home situation itself as the sole 
determinant of behavior, two sources of error enter in: first, the 
nurse may see conditions as tolerable or intolerable according to 
her own personal standards; second, her observation may be 
incomplete because she does not correctly estimate the patient’s 
standards and his ability to meet his difficulties. Every individual 
has difficulties. It is the patient’s way of meeting bis particular 
difficulties which is important. Poverty, overcrowding, underfeed- 
ing, lack of health education are environmental factors whose 
harmful effect on health has been demonstrated. However, Ren^ 
Sand in Eealth and Human Progress states that man, not his 
surroundings, becomes the center of hygiene.®® Public health is 
not only a matter for broad, general application; it also must be 
“individualized according to the constitution of the subject.” 

One wishes that more material were avmlable on “rest” — what 
conditions actually indicate that the chronically ill patient should 
rest, what constitutes rest. Rest certainly involves more than the 
cessation of work or other activity.’® Yet it seems apparent that 
public health nurses, and physicians as well, use this term loosely 
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in giving general advice to a palient who seems to lack vigor 
Irom whatever cause. Most of the material on this subject dis- 
cusses rest in relation to the tuberculous patient, or sleep, its 
nature, the amount necessary, and methods of inducing it. A brief 
quotation from Krause’s Rest and Other Things, published in 
I923> furnishes a useful generalization: “Instead of saying ’rest’ 
let us Say ‘relief from strain.’ Let us then put the matter thus — 
that relief from strain is any state of physical or mental activity 
or inactivity that does not reach the point of conscious fatigue; 
and by fatigue we would include ennui,” 

A practical note appears in Health and Human Progress to 
the effect that rest is in general insufficient among the very poor, 
principally because of crowded living conditions.®* 

In the concluding observations of her study, The Social Com- 
ponent in Medical Care, Janet Thornton speaks more specifically 
of “strain.” Various conditions bring about strain, which in 
turn results in fatigue. She points out that, while tension and 
fatigue may be the general result, measures for rectifying this 
fatigued condition must be varied to meet the situation which 
brought it about rather than applied in blanket fashion: 

Lesseninf of labor is required in some instances, change or even increase 
of labor may be required in others. ... A distinction emphasized is that 
between restless idleness and restorative rest. Rest by limitation or modifi- 
cation of activity was a frequent and important prescription which many 
patients found difficult and many failed to observe. The influence of social 
factors in preventing rest was repeatedly obserwd. Indeed it is our impres- 
sion that in relation to no other medical therapy did social factors appear to 
have as much importance. Our findings indicate that study and experiment 
are required to render the rest therapy a more reliable measure.*” 

“Social factors” include here not only the conditions which the 
individual is laboring to meet, but his individual reactions to such 
conditions, and to inner conflicts. 

The chronically ill include those who suffer from frequent recur- 
rences of illness. Psychiatrists offer several observations on the 
relationship between the emotional and the physical in these 
recurrences. Organic disease may be so concealed by psychic 
symptoms as to have been unrecognized in a previous examina- 
tion. Or the psychic causation of the illness may persist and bring 
the patient again to the point where functional disturbances cause 
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recognizable damage. Or the patient may unconsciously need this 
illness as a way out of unbearable conflict, which he himself may 
not even be aware of or which he may not be able to meet in other 
ways. Operations and treatments of a radical nature sometimes 
complete the breakdown of the individual in such instances 
because the illness was a means of defense. The possibility of 
such a reaction is increasingly taken into consideration before a 
decision to operate is made. The nurse who cares for such a 
patient postoperatively needs to be aware of this factor. Since 
the patient himself may not know what is troubling him — may, 
in fact, often deny when questioned directly that he has “anything 
on his mind” — the observations of the nurse as she sees him in 
his own home can be invaluable in helping the physician to under- 
stand him. Not all physicians want this help from the nurse; but 
increasing numbers welcome it when the observations reported 
have a definite bearing on the patient’s symptomatic behavior. 

The broader concept that in chronic illness, as in all illness, 
social and psychological factors are involved carries with it also 
a broader concept of convalescence. Recovery from a current 
physical disability is not enough. Successful convalescence also 
implies that the patient has become able to meet and solve his 
problems, or work along with them at least to the point where 
they cease to disable him. 

Emotional reactions to certain chronic illnesses such as tuber- 
culosis and cardiac disease have been observed. These reactions 
vary, especially in their degree, with the personality make-up of 
the individual patient but can be discussed together because of the 
similarity of the situation created by illnesses of a long-term, 
chronic nature. 

For a long time it was accepted by many of us that tuberculous 
patients in general were cheerful and optimistic in their attitude 
toward their illness. This seemed to be the case in past years when 
diagnosis was usually not made till the disease had reached an 
advanced stage. Modem case-finding methods were not in use 
and early cases of tuberculosis went undiscovered. The patient 
with advanced tuberculosis shows a courageous, optimistic atti- 
tude, either because he refuses to recognize the reality of what is 
imminent or because, facing death, he is indeed courageous in this 
extremity. Now that tuberculosis is frequently discovered in its 
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early stages, the patient faces a long-term, incapacitating disease 
and confining treatment. The illness alters his way of living and 
may make him a menace to those he loves best. Faced with such a 
situation, often without being acutely ill, the tuberculous patient 
reacts not with desperate courage but as he would react to any 
threatening experience of such magnitude — with fear, with doubt 
and Unhappiness, with depression and rebellion, in degrees char- 
acteristic of him as an individual. 

The long-term element in tuberculosis contributes at the outset 
to the difficulty of accepting the diagnosis. This can be seen at the 
time the diagnosis is made, according to Dr. Andrew Morland, a 
London physician who has observed many tuberculous patients.” 
He states that when the onset of the disease is dramatic and in- 
controvertible, steady progress toward recovery often is made by 
the patient. With less evidence of disease, however, the attitude 
of the patient may be incredulous. He will take any loophole for 
disputing the diagnosis and refuses to face the months of treat- 
ment that are necessary for recovery. If, as the writer comments, 
a friend has been diagnosed as tuberculous, the patient is willing 
to admit that the friend wjjj be iM for a Jong time. But the patient 
himself, even when convinced of his diagnosis, feels sure he will 
be cured in three months. 

The long duration of the disease affects the attitude of the 
patient toward treatments. One would think, comments Dr. Mor- 
land, that it would be a simple matter to carry out a regimen of 
rest, fresh air, and good food. He states, however, that many 
tuberculous patients have not the psychological endurance to 
carry out this regimen for a sufficient period. In summarizing his 
material Dr. Morland says: 

Specific remedies are no more than adjuvants to general hygienic treat- 
ment aimed at “raising the resistance.” In this struggle between health and 
disease the mind plays an important part, and I believe that further under- 
standing of the mechanisms by which the mind responds to the stimulus of 
the disease would enable more rational and effective treatment to be applied 

Awareness of these factors in a long-term program helps the 
nurse to keep her own as well as her patient’s interest alive dur- 
ing the months and often the years that she must spend in super- 
vision and encouragement. 
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Three of the “mechanisms by which the mind responds to the 
stimulus of disease” — fear, regression, added egocentricity — 
have been considered earlier in connection with the acutely ill 
patient. They apply here also. 

That people in general are afraid of tuberculosis was noted 
previously in commenting on the attitudes of nurses who are 
caring for patients with communicable disease. Dr. E. P. Bledsoe, 
who has had long experience with tuberculous patients and whose 
book, The Psychology of the Tuberculous Patient, has already 
been mentioned, gives the “fear complex” as the basis of most 
of the psychological disturbance which he sees in tuberculous 
patients.^® A fear of death, of disability, of the hospital, fre- 
quently not admitted by the patient or recognized by him, remains 
as a continual source of thi^ complex. It is necessary to realize in 
this connection that the acuteness of the patient's fear is not neces- 
sarily proportional to the amount of pathology evidenced in his 
lungs. Frequently the patient who shows most psychological dis- 
turbance is the one who has the least tissue damage. 

Recognition of fear on the part of the tuberculous patient is 
important to the work of the nurse not only as she gives bedside 
cate, but also as she may urge the hospitalization which has been 
recommended. With this in mind she will not hurry the patient's 
decision to be hospitalized and she will make sure that she has 
explained the steps preliminary to entering the hospital and the 
hospital routine he may expect, in a way that he can understand. 
The nurse does not need to wait until the patient has expressed 
his dread of sanatorium care in so many words before attempUng 
to meet his emotional difficulty. She can “talk to” and often 
relieve the unexpressed fear that she knows may well underlie 
his behavior. She can say in the course of conversation that many 
persons are afraid to go to the sanatorium because they feel it is 
a step which separates them for the time being from their fam- 
ilies; because they do not know what to expect from such hospi- 
talization. Seeing that the nurse understands his feelings in the 
matter, in addition to understanding the disease process, the pa- 
tient may develop confidence in the treatment she is suggesting. 

Occasionally a patient has an excellent reason for refusing 
sanatorium care which he may be unwilling to express to nurse 
or physician. Such a situation came to light in the case of one 



NURSING THE SICK PATIENT 239 

patient when she finally explained to a visiting nurse that she felt 
she could not leave home because her husband would then be able 
to spend all his time with another woman in whom she knew him 
to be interested. For several months, however, in talking with the 
nurse, she had based her refusal of institutional care on fear of 
hospitals. Finally, her slowly growing confidence in the nurse 
enabled her to express her real reason for refusal. Other reality 
situations are equally deterrent to treatment in the mind of the 
patient. 

In one community, where sanatoria are taxed beyond capacity 
so that there are long waiting lists, the period of waiting adds to 
the difficulty of hospitalizing patients. During the long wait for 
admission the patient begins to feel that the drastic step of hos- 
pitalization may not be necessary after all, since he is getting 
along somehow without it. His interest is often seriously deflated 
and his old fear of treatment away from home is revived. 

The patient’s relationships with his family and his social rela- 
tionships in general are threatened by his fear of this illness. The 
possibility that he will have to be separated from his family is in 
itself difficult enough. It Is still more difficult to face his family’s 
fear of contracting tuberculosis, which must seem something of a 
personal rejection. The following is taken from a nurse’s record: 

The father of this famify is at home from the sanatorium for a visit with 
his family. The mother has been very tense and nervous since the father has 
been at home. She fears that he will mfccl the children. She keeps the chil- 
dren array from him as much as possibie and shows her own Sear also. The 
father told the nurse that his family no longer love him or want him around. 

Perhaps the mother’s attitude toward the father is not based 
entirely on his tuberculous condition. Unconsciously, she may find 
his illness convenient if she no longer loves him. If this is true, 
there is not much the nurse can do to relieve the situation. If, 
however, the mother does not realize that the sanatorium would 
not have allowed the patient to return home if his condition were 
such as to endanger the family, provided simple precautions are 
taken, and if she does not know how to employ these simple means 
of safeguarding members of the family from infection, then the 
nurse can be of service by making these matters clear. Further- 
more, she can show how these safeguards can be introduced into 
family routine with as little emphasis as possible so that the 
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patient will not feel he is a burden or too different from other 
members of his family. 

In many instances the patient’s (ear of the disease is augmented 
by fear that he has already caused harm to others, and he refuses 
to face an examination that may verify this suspicion. For ex- 
ample, a six-year-old child was diagnosed as having primary 
tuberculosis. This little girl was the only child in the family and 
was idolized by her father. Her mother and all other possible 
sources of infection except her father had been examined and 
found negative to tuberculosis. This left the father as the possible 
source. He stated that if it really was he who had given tuber- 
culosis to his daughter, he never wanted to know it and steadily 
refused examination. His attitude was perhaps strengthened by 
the fact that as a baby he had contracted poliomyelitis, which 
left him with a useless left arm, indicating, to his mind, that doc- 
tors are inadequate people anyway. Here the emotional residue 
of a childhood illness made a disastrous appearance in adult life 
and complicated the difficult relationships in which fear of tuber- 
culosis may involve an individual. 

Children who have tuberculosis do not escape this fear or its 
attendant feeling that because of their illness they are to be cut 
off from their families and friends. A fourteen-year-old boy had 
been excluded from school because of an adult form of tuber- 
culosis and was awaiting admission to the sanatorium. Mean- 
while none of his former friends would play with him. His mother 
cried “all the time.” The boy was running wild, committing minor 
thefts, and threatening to jump in the river in a frenzy of rebellion 
based on fear. Another boy of eleven was reported to a visiting 
nurse association as refusing to play with other children. This 
child had a primary form of tuberculosis which was not com- 
municable to others. However, his family had so frightened him 
and so impressed upon him the dangcrousness of his condition by 
constant emphasis on it at home that he considered himself a 
pariah. The nurse was able to right the difficulty by an explanation 
to his parents, who were amazed to think that the boy had taken 
their remarks so seriously. The nurse recognized also that this 
child had gtuned a certain amount of satisfaction from the dis- 
tinction of haring, as he thought, a desperate illness which set 
him apart from others — an unfortunate way of gaining allenlion. 
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A previous quotation suggested that the patient would try to 
find every loophole for escaping a diagnosis of tuberculosis. Re- 
fusal to be examined, broken appointments for examination, seek- 
ing favorable diagnoses from “voodoo” doctors and other quacks 
sre some of the common escapes from actual diagnosis which 
the nurse finds it difficult to meet. There is no short cut to helping 
these patients. Certainly mere insistence on examination will often 
add to the patient’s resistance instead of bringing him to a physi- 
cian. One can, however, recognize that the emotional basis for 
this resistance is often fear, expressing itself through a variety 
of behavior on the part of the patient and his family. Continued 
visiting by the nurse when the patient will allow this, appreciation 
of the fear underlying his apparent lack of cooperation, a genuine 
interest in helping patient and iamily to work out the situation 
rather than the attitude that hospitalization or prescribed treat- 
men is a stint to be accomplished, may lead the patient to have 
enough faith in what the nurse represents to offset his fear. 

Among tuberculous patients, a tendency to regression is often 
related to the type of care necessary — complete rest and the 
elimination of anxieties and responsibilities. The patient is unceas- 
ingly guarded by nurses and doctors who arrange routine and 
supply food, fresh air, and sunshine as they would for a child. In 
the old days, insistence on more than a quart of milk a day pro- 
vided an infantile diet which probably still further symbolized a 
return to childhood. The patient may reach a point where he is 
entirely happy and secure in the “queer sheltered world” which 
hospitalization offers him. 

The following instance, taken from a nursing record, illustrates 
this regression. A young man who had been in a sanatorium for 
three years behaved in a regressive way when he returned home. 
Home conditions heightened rather than relieved his desire for 
dependency. He had first gone to the sanatorium shortly after 
graduation from high school, before he had learned a trade or 
become interested in any occupation. His parents were dead and 
his sister, who maintained the home, was not interested in him and 
even resented his presence. Even under such circumstances, with 
the fair degree of health this boy possessed on discharge from the 
sanatorium, some young men would have found a room elsewhere 
and looked for work. This patient refused work and refused the 
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clinic and the nursing supervision that might have helped him to 
find Ins feet. He deliberately exposed himself to bad weather and 
refused to eat until his condition became so precarious that he had 
to return to the sanatorium. To get back into the hospital where 
he had constant care and attention and no responsibilities was the 
purpose of this behavior, as he himself stated. 

The egocentricity which characterizes all sick people is fre- 
quently exaggerated to some extent by the nature of tuberculosis, 
which concentrates the patient’s attention on himself over a long 
period and at the same time cuts him off from his usual activities 
and companions. It has been aptly said that tuberculosis fre- 
quently becomes the patient’s career. He may spend his days 
taking his temperature and noting his physical reactions. This 
behavior is a danger signal, suggesting not so much the need to 
take away the thermometer as the need to give the patient fresh 
interests. The energy engendered by his emotional reaction to his 
long-term illness must find release in activity of some kind or it 
will merely be destructive. 

Although the fact 1$ stressed throughout these pages that it is 
the patient we are nursing, not the disease, cardiac disease, like 
tuberculosis, needs mention here because it is a condition which, 
even more than tuberculosis, is shown by research to be a specific 
source of fear and anxiety. The statement has been made that the 
heart is the only organ which, diseased, can cause not only pain 
but anxiety. This anxiety is a direct reaction to organic condition, 
not a reaction chiefly conditioned, as in tuberculosis, by the pos- 
sibility of a disrupted life. Consciousness that the heart is not 
functioning as it should in itself brings fear. Furthermore, anxiety 
can create a functional heart condition which may incapacitate 
the individual just as truly as organic impairment. Constant anx- 
iety, expressing itself in a functional heart condition, can also 
bring about organic heart disease. This is a difficult kind of vicious 
circle which the physician is called upon to understand and diag- 
nose in all its complexity. Environmental conditions leading to 
anxiety often can be obscr^'cd by the nurse. She may also obscn'c 
a chronically anxious slate on the part of the patient when circum- 
stances do not appear to warrant it. Anxiety unrelated to the 
enrironment suggests a need for treatment by a psychiatrist, in 
the hope of averting still more serious illness, functional or c\en 
organic. 
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One of the facts brought out by research — most important for 
public health nurses to understand in this connection — is that the 
patient’s subjective feelings may not give a true picture of the 
severity of his disease. This makes it particularly important that 
the nurse should work closely with the physician who recommends 
a regimen to a patient. The nurse will know the physician’s diag- 
nosis and his exact recommendations, but she must also be sure to 
report the patient’s activities to the physician. Patients with 
serious organic damage have a tendency to make light of their 
symptoms and lack insight into the seriousness of their condition. 
In contrast to this, the patient whose cardiac symptoms are a 
neurotic outlet experiences symptoms even though the physical 
findings are negative. We have sometimes thought that cardiac 
patients who refused to take necessary precautions were over- 
courageous, perhaps stubborn. As a matter of fact, their attitude 
often shows a dangerous inability to understand the real situation. 
For the most part, their own judgment of their ability to work is 
dangerously optimistic as compared with that of the physician, 
which is based on actual findings. Nurses who see patients con- 
ducting their daily lives should know the significance of these 
psychic reactions with regard to cardiac disease, frequently an 


enemy in disguise. 

Third, and finally, in this sampling of chronically ill patients, 
the patient with a malignancy should be mentioned. The litera- 
ture does not offer us as yet any wealth of material describing or 
clarifying the emotional aspects of malignancy. Perhaps the fear 
associated with this condition is too clear to need emphasis, x 
perience suggests, however, that the answers to two questions are 
especially sought whenever cancer is discussed in pro essiona 
groups. To the first question, whether or not it is justifiable to 
arouse fear among people in general in order to increase the 
number oi early diagnoses, a partial answer is the fact that early 
diagnosis can be followed by successful therapy, secon qu 
tion is still unanswered: If, when, and how shouW these patients 
be informed of their condition? One wonders whether tbs com- 
ment, based on experience, is accurate name y t a is 
currently seems to vary with the physician and does 
entirely on the situation and personahty make-up of the patient 

Even though we use the concept of *to”ia‘y m to broader 
sense that has been discussed here, we shall s i 
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ridden patient whose illness was not, or perhaps could not be, 
prevented. The nurse may be the only person who comes to the 
home primarily to visit the patient. As the years go on and his 
condition is little altered, family life inevitably divides and flows 
around him, leaving him stranded, so that there is only a small 
part of the family activities that he can call his own. The nurse, 
however, comes to see him, and in doing so makes him feel that 
he still has some recognition as a person. “Busy work” may be 
helpful for such patients. But if occupational therapy in its real 
sense is to fill some of the patient’s deep need, the activities given 
him must be more than a pastime. If, for example, a patient works 
in leather or with other tools, an opportunity to sell or dispose 
of what he makes doubles the value of the activity. If a patient 
knits a sweater, she should be aware as she knits that someone 
needs the sweater and is looking forward to receiving it. 

In addition to giving the chronically ill patient this satisfaction, 
the fact that the nurse lifts some of the burden of care from mem- 
bers of the family may benefit family relationships. Even in fam- 
ilies where the invalid is a loved and welcome person, the demands 
of continuous care, the added financial burden, giving the patient 
a room by himself, keeping children quiet, entertaining under 
difficult circumstances, are a strain on family life. The nurse con- 
tributes to happy relationships in that home — directly, through 
relief of those who would have had to give the care otherwise 
and whose conscious or unconscious irritation therefore is lessened, 
and indirectly because the patient realizes that, for the time being, 
he is not a burden on those around him. This is one of the reasons 
why nursing organizations might accept responsibility for the bed- 
side care of chronically ill patients in spite of the fact that this 
service is known to be expensive and time consuming. 

DISABILITIES OTHER THAN ILLNESS 

The material that follows ^scusses the work of the nurse with 
children and adults who have physical disabilities other than ill- 
ness, for example, those resulting from injuries or constitutional 
anomalies. Our experiences during and after the second World 
War have shown us how adequate the many injured individuals in 
our families and communities may be. Perhaps we, ourselves, have 
been injured but remain “whole.” 
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Nevertheless, many physically handicapped people have a diffi- 
cult time — and not only because of the hampering nature of the 
disability. In the introduction to a symposium on the social psy- 
chology of physical disability in The Journal of Social Issues, Dr. 
Lee Meyerson, the editor, points out that we cannot get very far 
in understanding this problem if we consider it only from the 
physical standpoint.’® He discusses the “negative values” of 
physical disabilities and suggests that these negative values can 
be considered in three ways. 

First, society itself may impose such values because of com- 
monly accepted ideas as to what constitutes beauty or fine 
physique. Or, society may have developed a classification which 
links a “type” of personality with a certain disability. The article 
says, “The movies and comics, for example, learned early that 
one of the easiest ways to characterize an adult as a villain was 
to cripple him.” 

Second, the atypical person has his own standards of physique, 
partly determined by the way the majority of people in his culture 
regard persons with his handicap. He devaluates himself because 
he accepts the majority point of view, even though its judgment 
Is directed against himself. If this attitude persists and grows, 
he may become “handicapped all over” rather than merely handi- 


capped in a particular way. 

Third, the disability may prevent the individual from accom- 
plishing easily, or perhaps at all, many of the things that the 
majority of people do simply and casually. The blin^ person 
does not experience failure because pictorial art is missing rom 
his life, but because he has great difficulty in the simple task, 
hardly attended to by the majority, of moving from one place to 


another.” .*•*!, 

If the individual has a major disability in the sense that it ham- 
pers him greatly from carrying out the simple pattern of We, 
he sometimes can meet the demands of the socia si ua ion , 
sometimes only with more or less conspicuous 1^ cu , 

then struggling with what have been descri e as , 

situations® This adjective has been yplied to the suu t on of 
the adolescent who, part child, part adult, constantly meets siW 
ations to which he must react either as a child or n -n miu^ 
Sometimes these have been described ““t°“en 

in the case of the tuberculous patient, a borderline area between 



NURSING THE SICK PATIENT 


the adjustment of the disabled child. 5. The school must consider its special 
program as developmental as well as remedial. 6. The school must not 
attempt to shift the total responsibility for the disabled child to the special 
teachers and the clinical services provided." 

Studies made by the Federal Office of Vocational Rehabilita- 
tion have described the successful employment, in other than 
“made” jobs, of amputees, the blind, persons with arrested tuber- 
culosis, epileptics, and the hard of hearing.^® It begins to seem 
clear that under appropriate employment conditions, such as 
should exist for any employed person, the worker with a disability 
performs as well as the undisabled worker — and perhaps with 
more reliability. 

We are increasingly aware that the home or other social situ- 
ation of any worker influences his safety on the job and that 
industry is attempting to remove obvious hazards to safety includ- 
ing overfatigue of the worker. However, here too it has been 
shown that the personality of the individual worker must be rec- 
ognized as a factor as well as his physical environment. Dr. Philip 
Moorad, in speaking to the Connecticut Safety Society in i 947 » 
said that statistics show that only 10 to 15 per cent of industrial 
accidents are now due to mechanical and environmental factors. 
The remainder must be blamed on the “so-called human factors, 
among which are numbered neurological disorders. He suggests 
that a program of more careful physical examination by indus- 
trial physicians would help to prevent accidents resulting from 
central nervous system lues; cerebral arteriosclerosis; periphera 
neuritis, whether due to alcohol, poison, or virus or bacterial 
infectton, or as part of a dietary deBdenoy; multiple sclerosis, 
Parkinson’s disease; and other degenerative diseases ot the nerv- 
ous system “more common than realised. He suggests thM 
epilepsy is unduly stressed as a cause of industrial accident a 
tL the “known and controlled epileptic is a safer than 

an undetermined average worker.” This article “ 

helpful comparison ot industrial acddents among ^ 

older workers. Accidents among the former are 
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emotional "disease”; the healthy man with mental and emotional 
problems (described as a poor risk); the disabled worker with 
mental and emotional “disease.” 

The concept of the accident-prone individual is increasingly 
familiar to us.^ We understand that certain individuals are prone 
to have more accidents, not because they are merely clumsy or 
absent-minded, but because of a defect in the whole structure of 
their personality. Some of the unconscious conflict behind such 
accidents is described as a deep resentment against authority 
based on rebellion against rigid training methods in childhood 
and coupled with the kind of strict conscience that does not per- 
mit the individual to rebel openly. Since long-term psychiatric 
treatment is needed for the accident-prone individual, he perhaps 
should be removed from occupations which endanger him or the 
public. This would safeguard fellow employees and the interests 
of the employer, but it would remove only part of the difficulty, 
since such individuals are prone to accidents not only at work 
but in any situation. 

Some comparatively minor disabilities — conditions which we 
as nurses have been accustomed to call "defects” and for which 
correction can be sought — sometimes have far-reaching effects. 
That they are not acquired dramatically sometimes masks their 
importance even to the individual who has them. 

Parents are sometimes slow to correct their children’s physical 
defects, not because they are poor or uninformed but because they 
themselves have physical defects which have long gone uncor- 
rected. On the other hand, many parents see to it that their 
children’s defective teeth, for example, are corrected to spare the 
children the pain and embarrassment the parents themselves may 
be enduring. But of the many who do not show this interest, some 
may be indirectly expressing their feeling of futility and resent- 
ment at their own condition. There is something wrong with a 
nursing program which can advise a father with not a tooth in his 
head to have the dentist put fillings in his small son’s temporary 
teeth. 

Medical aid for adult physical defects still shows some incon- 
sistencies. For example, money may be available to support a 
clinic which will see week after week a patient who complains of 
"indigestion” but no money may be forthcoming to purchase the 



source. . . 

A family consisting of parents and five children was receiving 
partial financial aid to supplement the father’s temporarily irreg- 
ular work. The parents were in their thirties. The best part o 
their lives together seemed to be over. They quarreled and were 
unable to manage their children. The 
he did not know what the matter could be with his ^ 
not seem to be the same person he had married. During ^ 
with the mother, the nurse saw that one source ^ dtolty 
was the condition of the mother’s mouft. Sh® ^ ^ 

left Teeth and gums were in a diseased condition j^The 

ative material Iralned into the mouth and was 

usual odor of suppuration was den- 

distance. When the nurse suggested that he 

tal care, the patient said she could 

teeth because she had “!/had not returned to the clinic 

extraction had been advised, bo s „_,n,pndations. In this in- 
because she could not follow the , depart from prec- 

stance a public relief agency w^ renewed health for the 

edent and supply dental plate , relationships 

mother and a very real to suggest that all the 

resulted. It would be an oversi P n,od,er*s dental condition, 

troubles in this family were due to mmhe s de 

However, there were slrengte m th s Jam. y,^^ 
an obvious defect, a threat influence of the 

Here, and earlier m this ehapt . ^,5 mhcr 

illness or disability of ‘ renewed vitality in our 

members. Sometimes one feels a n« guch vitality 

accepted credo that «-= 'amil^* our^ and ^ 

in family health work is sho district oi tondon which 

Experiment, a dub -n a^resid™"^ whole family.’” 


Experiment, a club m a resi ^he whole family.® 

otos health and -roups. There a iamily makes 

Membership is only by family g „rgan.red 

friends and takes up ,, „ family, in a way that reacti- 

direction, and seems to find itsel , faniily relationships. As 

S or ’even establishes Uie of 

s.;'rat“run 
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activity required of club members. They are interested in ante- 
partum care and many, on their own initiative, make good use of 
medical recommendations. 

CHILDREN WITH CONGENITAL PHYSICAL 
DISABILITIES 

Of the many instances of serious congenital physical disability 
described in nursing records, some show the patient making a 
satisfactory adjustment at the time the nurse first knows the situ- 
ation. In one such case, the left hand and half the arm of a little 
girl six years old were lacking at birth. As far as the nurse can 
observe, she is a happy child with entirely normal activities. She 
rides a small bicycle fearlessly and enters into the games of the 
neighborhood children. 

In contrast to this child is a ten-year-old schoolboy who was 
also born without a left hand. He is sulky and uninterested at 
school although he is intelligent enough to do the work of his 
grade. At home he is babyish and rebellious. He refuses to play 
with neighborhood children. In this instance the child’s mother 
has shown her unhappiness over his condition by talking about it 
constantly and by giving him more help than is necessary. The 
nurse has noticed that he expects special consideration from chil- 
dren on the street. 

One has great admiration for the courage of the first child’s 
parents; and understanding and sympathy for the failure of the 
second child’s father and mother to meet wisely the problem of 
his training. Instinctively, any one of us stretches out an all-too- 
willing hand to help a handicapped child struggling to accomplish 
a task one could do so easily for him. The parents of such a child 
have not only this natural desire to help him; they also have a need 
to help him as a means of relieving the feeling that his congenital 
defect is somehow their fault. Therefore the nurse in such circum- 
stances has a twofold task. At the same time that she helps to 
plan and carry out the care of the child, she must keep constantly 
in mind the attitude of the parents toward his defective condition. 
In this way she may partially relieve some of their anxiety so 
that it need not find outlet in unwise methods that will create 
habits of dependency and invalidism in the child.®® 
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Some successful new attempts are being made to increase the 
resources available for the education and training of children 
with permanent disabilities. In 1946 and 1947 institutes were 
conducted for the mothers of blind preschool children at the 
State School for the Blind at Jacksonville, Illinois.^^ The mothers 
brought their children with them to the session. Twenty to thirty 
mothers attended each institute and found the help so valuable 
that plans for an annual institute developed. The report states 
that parents of blind children face two recognizable problems. 
One is their fear of blindness as a condition and their fear of the 
bUnd person. This is described as diminishing with farmliari^ty. 
The second problem is the parents’ bewilderment as to how they 
can lighten the child’s burden, especially as they begin ^0 to 
teach the child and realize how much less he can learn by imitation 


than other children. . 

Among other congenital defects frequently seen by •>>' 
are hernia, spina bifida, cleft palate and ’?■ ^“bfoot, and 
evidence of birth injury. If tie nurse Pves “fant care to su* 
babies in the weeks foilowing deUvery or enters *e J 

the first few months of the child’s life, she help the par ms 
in several ways to adjust to the fact that the baby ^anto^ 
-temporary or permanent as the case may be-and to plan as 

normal a life as possible for him. ^ fnr a npwborn 

It is difficult enough for ="“10 ,^^^^^ 
baby when he is sound and well , jj 

wha=[ to aspect from him, .^em^y “ify' whtfmakes 

terrifying to them then, if ^ ... frightens them for 

him even more difficult to handle ' f dress- 

the future. By her skill rnurHofonly ^ 

ing, and caring for the^ baby, procedures, she 

good methods of carrying ou ^ safely- Gradually 

Lo shows that they can be handle the 

the parents will gam enough clumsiness 

baby in spite of his him and thus increase 

and muscle tension, which wouia g 
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misapprehensions it is not enough for the nurse to obtain tl 
physician^s diagnosis of the child’s condition and his consent ths 
she work in this home. She will also want to know as precise! 
and in as much detail as the nature of the defect will allow wha 
the prognosis is, what the physician’s plans are for future treat 
went, and how infant care should be modified to meet the specia 
needs of this baby. For example, since a slight umbilical hernii 
may respond without difficulty to strapping, the nurse can easil) 
relieve the parents’ anxiety on this score. On the other hand, the 
baby who has a serious hernia or a spina bifida must be operated 
upon at some time in the future. Serious conditions like these are 
unfamiliar and frightening to the parents. They want to know 
when the operation can take place and meanwhile need the 
reassurance of knowing to what extent their baby is like other 
children. If the baby has a deft palate, the nurse must know when 
the surgeon expects to correct it, and meanwhile e.xactly how the 
child shall be fed, not only in order to aid his own development 
but also to relieve the parents’ intense fear of the feeding process. 
This fear, when communicated to the baby, is fertile soil for a 
future feeding difficulty that is liable to persist after the deft 
palate has been successfully operated upon. Giving special care 
only in so far as the baby^s physical defect demands it may be 
the basis for normal life later on, unspoiled by oversolicitousness 
on the part of the parents. 

The adjustment of the baby’s care to his actual condition can- 
not be static but must change as the baby develops if he is not to 
become overdependent. To this end the nurse learns from the 
physician how the physical defect will affect rate of development 
and methods of training. She will need to know when the baby 
can be allowed to sit up; how much e-xerdse he can be given; when 
weaning or toilet training can be started. Occasionally we make 
the mistake of relying on the mother’s interpretation of the doc- 
tor’s recommendations and find out later that it was more reliable 
as an index to her own fears for the child than to the doctors 

intenUons. . 

In many instances, peculiarities of appearance arc congenital 
in origin. Often it is the parents who are sensirivc about these 
peculiarities rather than the child, although he, too, ryill become 
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For example, a boy five years old had an oddly shaped head, 
narrow and unusually long from front to back. His mother s way 
of concealing what to her amounted to a deformity was to keep 
the boy’s hair in long curls. The child suffered much more from 
the taunts of playmates about his curls than he probably would 
have from the slight deformity they concealed. Finally he flatly 
refused to enter kindergarten when his mother attempted to 
enroll him. At the nurse’s suggestion, his mother had the child s 
hair cut, much to his relief and to the joy of his father. He then 
was quite willing to enter school, more pleased with his masculine 
haircut than troubled by the malformation of his head. 

Again, one would not wish to minimize the suffering of parents 
in these situations, some of which are so serious ^at ‘hey ^nnot 
be met merely with encouragement and advice. The following 
instance illustrates the point that not only ' 

development of the handicapped child a subjec ^ 

study, but also the development of the parents ability to accept 
the inevitable and to make the most of any *' 

A six-year-old child, known for some years to a nursing ye y, 
was a tragic little figure. This chiid was a “ 

approximated a child ‘flayed happily with 

development was adequate for his ag . P 
his old'r brother who wy devme^ - ^ 

everyone in the neighborhood. T 

mother, with great diffiouUy, beg^ - exposed 

old enough to go to school and th . , . neighbors if he 

to persons less understanding than k ^ decision 

was ever to leave the prot^tion of home It 
to make, and more difflcuU ° He jehool principal, 

mother, the nurse explained the j^ter 

saying that the mother plann followed 

for an interview. It was a yndergarten. During this 

this up and the child was action because 

period the nurse did not urge the mo parents were 

she realized that in these mon became pos- 
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Parents’ attitudes toward a child with physical disability, espe- 
cially one who is congenitally defective, may be complex. The 
more serious and obvious the condition, the more complex these 
attitudes may become. Similarly, the greater may be the need of 
the parents to hide from themselves and others some of their 
reactions to the child. Since parents in general feel that they 
should love their children and perhaps should feel and express 
even greater tenderness toward a handicapped child, the need to 
conceal, for example, a rejection of such a child becomes propor- 
tionately intense. One can understand, however, that parents, like 
others associated with a grossly defective child, may have at 
times some feeling of repugnance toward him. More than this, as 
has been suggested previously, to have produced a child who is 
not normal in all respects may be a threat to the self-esteem of 
any individual. If the parent’s own physical condition is such that 
he feels it to have a bearing on the child’s defect, whether or not 
this is actually the case, this threat is increased. If the mother has 
attempted to bring about an abortion, her peace of mind is further 
threatened. In some instances the reaction becomes in varying 
degrees a rejection of the child himself rather than the even more 
painful self-depreciation. This rejection may not represent all 
that the parent feels for the child. He may also love him. How- 
ever, it may expimn some of the methods parents use in caring 
for physically defective children. The nurse sees instances of this 
though she may not always recognize the source of the difficulty, 
since the rejection rarely appears in its own guise. For example, 
extreme oversolidtude on the part of parents may mask a rejec- 
tion often unrealized by those most concerned. 

The following instance shows a marked rejection by parents 
of a child who bad sustained a serious birth injury. These parents 
were well able to care for their spastic child although meeting his 
needs would have meant some finandal sacrifice as well as incon- 
venience. He had been hospitalized at heavy cost to the com- 
munity for two years following his birth. Then physicians as well 
as the sodal workers at the hospital dedded that the child could 
be returned to bis home if a public health nurse assisted in caring 
for him. They agreed later, however, that their evaluaU'on of the 
situation had been wrong. The nurse found that any service she 
could give the child was welcomed but that the family themselves 
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neglected him, failing to carry out the orders left by the physician 
and protesting that the hospital or other community resources 
should continue caring for him. To the nurse, whose own feeling 
in the matter was that the patents had a “duty” toward this child, 
their insistence on help from the community appeared as a wish 
to be dependent rather than as masked rejection of the patient. 
She urged the helplessness of the patient and again and again 
painstakingly showed the family how to care for him. After some 
mouths, however, she realized that their demands meant not so 
much that they wanted help as that they di not wan e 
She then faced her own reaction to such rejection wh'*. “"to' 
standably, was an almost punitive desire somehow to '“C' 
parents to accept their responsibility. Fina y, ^ 

Ld that the rejection of the patient by his famdy ™ “ "Ints 
urgent reason for placing him elsewhere, even 1^^ 

thereby escaped the responsibility that many fell should be tars. 
Placement was effected and resulted in marked physical and men 

‘“;;=;^ti^“-su«er acut^ St^XrfS 

make them look different from other ° 

from normal activities once of the spastic 

themselves with other children. The sp ^ article 

child as he Lde of the attitudes 

appearing in The J j to certain ques- 

of crippled girls showed, on the .,.or„al” gWs.’’ The 

tions, that they were more neuro i impulsive, cried more 

girls with this physical disabi ity not like to be 

easily, were more often conscious oU oneltas, 

watched, and worried longer ove^ h 

children without this han^cap. neurotic was her 

the handicap and the older the girl, the mor 

response. . , *0 the handicap itself and 

This difference f'om other ^d^ j^^p„,arily or permanent y 
also in many instances to jj^cUon, from an extra lift in 

needed orthopedic devices te The attention 
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children and that corrective aids make him conspicuous and fur- 
ther emphasize his condition. They do add to the "visibility” of 
the disability, previously discussed. Thus one has the ironic situ- 
ation that the very device that enables the child to get about in 
anything approaching normal fashion may itself create an addi- 
tional emotional problem. 

Children sometimes can be rescued from very grave situations 
of this nature, as witness a group of “tube cases” in a New York 
City hospital. The lives of these children had been saved by 
tracheotomy. After convalscence the children were well and 
back to normal condition except for the fact that they continued 
to breathe through tubes that had to be kept from getting clogged. 
These children remained in the hospital, were treated as invalids, 
and consequently could do little for themselves. A physician com- 
ing new to the situation realized that many of these patients were 
unnecessarily invalided. He taught them to be more self-reliant 
— to climb onto the table when their tubes were to be cared for, 
then to care for their own tubes. As a result, some of them became 
able to return to their own homes and to a life which approached 
the normal, even though their physical defect had in no way 
improved. 

Study of the needs of the individual child can also lessen the 
harm which unnecessarily conspicuous apparatus causes in his 
emotional life. The following instance shows how greatly parents 
may need help in problems of this kind, help which the nurse is 
especially qualified to give. A boy of eight had a prolapsed rectum 
and a bladder that formed outside of his body cavity, over which 
he had little control- An operation was to be performed in the 
future. Meanwhile bulky dressings bad to be constantly in place. 
The mother referred to these dressings as "diapers” and dressed 
the tall eight-year-old in sun suits that could be easily washed 
and that allowed access to the dressing. As a result of his mother’s 
lack of imagination, the child was ridiculed by playmates until he 
dreaded the company of other children. He was also humiliated 
by the contrast between his own ludicrously babyish clothes and 
the small-boy trousers and shirt of a younger brother, who was 
outdistancing him in his adjustment to other persons even more 
than the difficult situation necessitated. The nurse who visited 
this home, through her skill in arranging dressings as well as 
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through her realization of the harm the child was suffering, 
helped the mother to dress and to protect him more appropriately. 

We realize that a child must be helped to understand the degree 
of his disability and, if possible, to accept it so that he will learn 
to do as much as he can safely undertake and not engage in 
activities that will harm him. For the most part the day-by-day 
life of the child and of those who live it with him will teach him 
how far he can go and where he must stop. However, parents 
and other appropriate persons, sometimes the nurse, will need 
to help the child to understand the specific limitations of ^^>3 dis- 
ability. Members of the staff of a convalescent home for children 
with cardiac impairment, to which children are discharged w en 
they are able to be ambulatory for a few hours ff 
reported on their way of interpreting to the mdmdual *ld and 
on the way the home is organized to assist m this. The report 
brings out the necessity of explaining dearly to the child, wh 
at the same time being careful not to frighten him, and describes 
the anxiety he feels when he only partially understands his con- 
dition. The conversation of two children, eight and nine years 
old, who were playing “hospital” with dolls is quo e 

Mollie: Does your baby know how sick she is? 

Nancy: Of course not. We never te» her 

MolUe: It doesn't matter what we say m front 01 
don’t understand. 


^ PART II s«- 

Mental Defect and Mental Illness As Seen by the 
Public Health Nurse 

Mental deviations from “ tseX.S^ 

sees them in the community are discuss misleading, 

ment of this material as a s^a ^ J abnormality in 

adding to the feeling of of mankind. We 

itself sets the individual apart ^ nierely a matter of 

know, however, that abnormal are discussed 

degree. The problems of the m ^^;jb these individ- 

here primarily because expenen gacaUon of all nurses, 

nals has not always been indaded in the 
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Too many of the nursing schools that offered theoretical courses 
in psychiatric nursing gave little or no opportunity for observa- 
tion of, or work with, the mentally ill or intellectually abnormal. 
Without this practical application, the theory vanishes from the 
nurse’s mind or, learned by rote, bears little relation to the situa- 
tions that she will certainly confront in the community sooner 
or later. Our professional group as a whole has had even less 
specific training in understanding the intellectually inferior or 
superior individual than in understanding the mentally ill. The 
information given here does not cover, or even suggest, all that 
the nurse will wish to know as a basis for her work with these 
patients. Instead it focuses on some of the questions and situa- 
tions that we frequently meet. 

The extent to which we need training in psychiatric nursing 
per se is evidenced by statistics furnished by the American Red 
Cross and quoted by Dr. William C. Menninger.®® Of the 75,029 
nurses who served in the Army and Navy services during World 
War II, 1 6 per cent had psychiatric nursing during their basic 
training; only 0.7 per cent had any preparation in psychiatric 
nursing as graduate nurses. Qearly, research is needed to find the 
most effective method and to determine the period of time that 
will be required to supplement the experience of many graduate 
nurses in tlus respect.^* 

Two groups of individuals in the community differ mentally in 
some noticeable degree from persons considered normal. These 
groups are the intellectually abnormal and the mentally ill. The 
intellectually abnormal include those who are intellectually su- 
perior as well as those who are mentally defective; mental defect 
always means intellectual inadequacy. The mentally ill patient, on 
the other hand, may have the intellectual ability to grasp facts 
but may distort them because of his organic or functional mental 
disease. While it is possible for an intellectually abnormal indi- 
vidual to have a mental disease, the terms cannot be used inter- 
changeably, The discussion of mental disease in this section will 
be limited to patients who are definitely ill mentally and to those 
with psychoses rather than psychoneuroses. Among the patients 
whom the nurse is trying to help are people with so-called "per- 
sonality problems.” They show considerable mental and emo- 
tional pathology but remain in the community because they are 
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not sufficiently disturbed to be hospitalized. It is difficult to build 
a rapport with such people, and this is the crux of the nurse’s 
problem in working with them. Such situations have also been 
discussed in previous chapters. 


THE INTELLECTUALLY ABNORMAL 

It is interesting that we so often forget to include the intellec- 
tually superior person among those who deviate from the average 
in intellectual endowment. Yet intellectually brilliant individuals 
often have problems that are difficult to meet. The young child 
whose mind has outdistanced his physical and social development 
needs special understanding at home and at school. He may be 
far beyond his parents in intellectual capacity, and in that case is 
school may be the only place where he can get stimulation and 
understanding. His capable intellect may be of more harm than 
help if he does not learn stability and is unable to get on with other 
persons. He may in reality be a less successful person m the end 
than the dull child who is persevering and who is capable of happy 
relationships with others. An often used but ^vi 1 us ra 1 
this is the master criminal whose brilliant mtnd has "O* 
from rebelUon against society but has simply enabled him to rebe 
more dangerously. The fact that members o some o 
whom the nurse visits may be ^ 

bearing on the nurse’s teaching methods; fur erm , 
of her material must be enriched if such patients are to be 

“rrfu^t'ltonencaiied^ 

™.h the -trilectuaily i— m 

and for institutional care “ J; i„dude assisting 

can help such patients in their • defective children 

parents to understand and ‘rmn their 

and helping intellectually inad^ beyond them, to find 

are often carrying rcsponslb.h..«wh* are ^ 

their place m the community. that the degree of 

intellectually superior, the considered in relation to the 

intellectual ability must always be 
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degree of possible social adjustment, even when the patient has 
a very low-grade intelligence. 

A question frequently asked of the nurse is whether or not the 
innate intellectual capacity of the individual can increase under 
optimum conditions. For example, we have been hearing and read- 
ing recently about the use of glutamic acid as a means for increas- 
ing the intellectual level of the individual. In an article entitled 
Implications of Mental Deficiency, Dr. Irwin Goldstein says, "As 
far as is ascertainable at the present time, mental deficiency is 
incurable and irremediable.” He reminds us that simple, primary 
mental deficiency implies amentia (not dementia) and constitutes 
arrested or incomplete development. "With regard to the use of 
glutamic acid, the article states, "It appears that glutamic acid 
does not so much influence or increase the intellectual ability as 
such but only enables the patient to regain his intellectual func- 
tion which was inhibited by other mechanisms.” As we know, 
this medication must be given continuously if it is to exert any 
effect. Dr. Edgar A. Doll, known to us for his work at the Train- 
ing School at Vineland, New Jersey, is quoted by Dr. Goldstein: 

The most we know about medical cures as contrasted rsith soda! and 
educational amelioration is; 

I, that some cretins respond to chemo-therapy; a. that some infantile 
cerebral palsies respond to physical therapy; 3. that surgery sometimes 
relieves some symptoms; 4. that diet and regimen sometimes advance the 
expressive aptitudes of some patients within limits; but, 5. that few if any 
of these therapies are sufficiently potent, consistent or permanent to really 
alter the genuine psychosomatic constitution of the individual so as to effect 
a transfer from genuine feeblemindedness to genuine normality.*' 

Another issue that we hear debated — sometimes without ade- 
quate factual background — has to do with the advisability of 
sterilization for the mentally deficient adult. Some statistics 
appearing in the article quoted above help us to understand this 
problem. 

The general consensus at the present time seems to be that 40 to 
of mental deficiencies are of an hereditary nature; approximately 
are due to some form of glandubr imbalance; 23% to birth injury; and 
about JO% to miscellaneous causes, such as concussion, brain inflammation, 
sj-philis, etc. Thus it Is believed today that a greater number of cases of 
mental deficiency falls rvithin the secondary group (acquired)." 
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No matter where we work, we are sometimes confronted with 
the need for diagnostic resources as an aid in understanding the 
mental status of children who may be mentally defective, and for 
learning something of what the future holds for them. Such 
resources are developing fairly rapidly, though they are not yet 
available, easily or perhaps at all, to all of us. Perhaps it is safe 
to say that there is less danger than previously that diagnosis will 
be established on the basis of a brief physical examination by a 
general practitioner, a so-called psychological examination admin- 
istered by an untrained person, a single psychological test, or an 
inadequate or unrepeated battery of psychological tests. The best 
diagnostic procedures include study of the child’s environment 
and of his adjustment to it, to his family in particular, and, if he 
is of school age, to his school. The information that the nurse 
has about the child can be invaluable here. 

Actually, it is hard to define what, for purposes of everyday 
Uving, consUtutes feeblemindedness. Many states have estab- 
Ushed an intelligence quoUent level at or below whi* an md - 
vidual may be admitted to a state school for the f^Wemmded. 
Often this I.Q. is acceptable to the state if based on U’e «s"I s 
of one tvne of test only -the Stantord-Binet. However, the nor- 
mal varimion in the results obtained by the 

of stating results at a precise figure, and the 
child’s social behavior into consideration m assess g 
for instituUonalisation work hardship on ” 

make the task of the placement agency " 

example, if a state institution will not accep childj^having^a^ 

I.Q. higher than 75, a jS'erence has no real sig- 

of the msutuuon although the ^ ^ accepted legal criteria for 
nificance whatever In ““tL^^^gTSunsmoces. 

feeblemindedness do not see is veducationally’ 

Similarly, the “tablished ^ jj 

feebleminded does not tell . jijtgre„t from, 

show, however, that at the in his culture, 

and in that respect inferior , t<,jn,.;anv” feebleminded may 

Whether or not an Dr. A. F. Tredgold 

be a most useful criterion. In this 
writes: 
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Above the stage of imbecility it is much less easy to forecast the amount 
of de\’elopment likely to take place; indeed it is often impossible to do this 
without watching the child’s progress for a time. Undoubtedly there is often 
a close relationship between response to scholastic education and general 
intelligence with consequent usefulness; but this is by no means inrariably 
so, and the physician must guard against basing his forecast entirely upon 
the extent of the child’s educational attainments. . . . Even the I.Q. is a 
very uncertain guide in progress as well as prognosis. The best indication is 
afforded by observ'ation of the child’s response to "performance” tests, of the 
manner in which he adapts himself to his surroimdings, and of his degree of 
mental equilibrium. The mentally stable child who shows evidence of some 
practical capacity and intelligent adaptation to his surroundings, even if he 
has a low I.Q. and is markedly defective educationally, will usually develop 
to a higher standard of usefulness than will the one who is unstable and whose 
behavior cannot be depended upon even though he may have a far greater 
range of school experience. It must be remembered, however, that mental 
dev’clopment of the defective comes to an end earlier than in the non- 
defective. The important years of Ufe are the early ones, and if proper train- 
ing is not given in these early years, the child’s developmental potentiality 
may never be realized, and he will remain far more defective than he need 
have been.*® 

The dosing sentences of the above quotation emphasize again 
how close the nurse’s functions bring her to the best opportunities 
for preventive work in mental hygiene. In addition to having this 
opportunity to recognize mental defidency in young children and 
to help in their training, we are called upon to make some prac- 
tical evaluation of the intellectual capacity of adults, often parents 
in whose homes we are working, so that our methods of work can 
be appropriate. Neither age group is simple to obser\’e. Again 
we need accurate knowledge of the way in which children usually 
develop, and knowledge of the different causative factors that 
may bring about seemingly identical responses in adults, some of 
which may be mistaken for feeblemindedness. 

We realize, for example, that it is unsafe to judge a patient’s 
intellectual capadty by his appearance alone. Racial or individual 
fadal characteristics may seem peculiar when judged by the 
nurse’s personal standards and may lead her to a wrong estima- 
tion of the patient. If the judgment of the individual nurse were 
the criterion, many of the higher grades of mental defidencj', 
espedally secondary mental defidency, would go unrecognized, 
since persons thus afflicted often do not bear the stigmata of low- 
grade mental defectives. As a matter of fact, such patients may 
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be rather attractive in appearance- Nor can habitual facial expres- 
sions be relied upon as a criterion. We know, for example, that 
many deaf persons appear dull because they are cut off from the 
activities of others, not because they are mentally incapable of 
joining in them. A devastating experience may cause an individual 
to seem mentally defective to the nurse who sees him for the first 
time. One such patient was reported as obviously feebleminded 
by a nurse who had visited her but had been unable to interest 
her or even to rouse her from apparent apathy. On the nurses 
next visit the patient was a noticeably different person. She ex- 
plained that on the morning of the previous visit she had received 
bad news and had not been able to speak of it to the nurse, whom 
she had known only a short time. 

While giving due consideration to the danger of superficial 
judgments, the nurse will find many points in the behavior of her 
patients that will guide her in estimating their intellectual capac- 
ity.” After a number of visits she wiU know whether “ 

able to understand simple abstract material '“'f 

calculations as may be necessary in preparing a a y 
or in giving medications. She will recognize ^ remember 
mother is obviously interested, she may not e a 
from one visit to the nest the reasons the nurse 
certain simple suggestions. She will see that 

not apply the reasoning process they Ifve used m one ^la 
Bituattan to another similar situaUon =nd will »= of a la* 

of judgment on their pa* The^ "eTs in mhl^ Iters, 
pared with the family s judgmen ^ 

since health procedures which -“P;^/„Vbackgr^^^^^^^^ Con- 
foreign and complex to ^ ^ be symptoms 

fusion, inability to remember, and apainy m y 

°'?r«ie duality which may eS. 

living is lacking among the de physically active. His 

tally deficient reXuess, however, and 

activity could be better descri express himself best 

may result from the fact that he . “^'/“^^rmaterial, sev- 
on the motor level. In the cour | observed at work 

'ani IS' iSTa lit'wrmade to a cottage belonging to an 
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institution in which mentally normal children suffering from birth 
injuries were living. As we opened the door of this cottage a 
small boy, heading for his playthings which were on an upper 
floor, ran upstairs as fast as his limp would let him. “You’d never 
see one of the mentally deficient children doing that,” was the 
comment of the attending psychologist. He went on to say that 
even infants show that intangible something that implies adequacy. 
This characteristic is mentioned here not only for its value as a 
symptom — doubtful in the bands of anyone but an expert — but 
for the heartening thought that intelligence, which forces upon 
one the ability to recognize disaster and confusion, also imparts 
an indescribable vitality to the individual. 

Although a number of outstanding psychologists have devel- 
oped tests for measuring the mental development of infants and 
small children, examinations for this age group are less reliable for 
this age group than for older children and adults. On what criteria 
can the nurse rely when no such examination of an infant is within 
the resources of the community? For instance, she may need 
criteria of development when called upon for help in training a 
child whose parents are not ready to recognize his marked abnor- 
mality or the need for an examination. In estimating the abilities 
of infants and preschool children, significance can be placed to a 
considerable extent on certain criteria of development which, 
taken in conjunction, suggest the degree of intellectual adequacy. 
These criteria are: time of dentition; time of walking without 
support; time of talking in sentences. Retardation in any one of 
these alone is thought to have little significance, but marked 
retardation in all of them may represent mental inadequacy if 
serious illness has not been an obvious causative factor. The first 
two criteria are not accepted by all psychologists. It has been said 
in refutation of them that the teeth, already formed at birth, are 
merely one of our appendages and that delayed walking may have 
to do with inadequate motor control and nothing more. Definitely 
delayed talking, however, is accepted by almost everyone as an 
indication of intellectual retardation, with the reservation that a 
child who has no need to talk because others do his talking for 
him, who does not want to talk because he enjoys infantile depend- 
ency, or who has local organic impairment may show delayed 
speech without being intellectually deficient. 
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Since it is not the nurse’s function to make the actual diagnosis, 
she need not be confused by the somewhat differing views on the 
diagnostic value of developmental criteria. These differences may 
even create a healthy doubt in her mind so that she will observe 
the infant or child more closely and over a longer period of time 
before reaching a decision about him. Her best plan probably 
will be to study those activities of the infant or child that neces- 
sitate thought and adjustment on his part and to weigh them^ 
against what she knows about his degree of independence since, 
as suggested, he may be showing social immaturity rather than 
intellectual inadequacy. Her observations will be helpful to t e 
physician who may be called upon to make a diagnosis and who, 
like the nurse, may be denied the opportunity to arrange a psycho- 
logical examination for the patient. 

In working with mentally deficient infants and small children 
the nurse immediately faces the same problem she has encoun- 
tered in her work with children who have a physica e ec 
prohlem ot the parents’ attitude toward the child s ® 

since it seems easier for the majority of persons to a mi P 
ical detect, the problem of the patents oi a 
defect is intensified. The child’s assets are p aye P 
parents and his weaknesses are glossed over. His “ 

misinterepreted; often a physical basis is banned i ^ P 
that cannot be overlooked. For example, who obv^sly 

have been mentally '‘''”‘„^'^,TxbrLed to el^lain the 
have been normal previous to a lal . ^ narents’ 

child’s condition on a physical basis ,rith 

feeling that something must be wrong defective child, 

their iihcritance il they have proda«d a 

Perhaps the physicmn or Xhaps the physi- 

mental defect which the parents d the child’s condi- 

cian has thought it best to dodge 

tion to his parents. Perhaps no deepening her relationship 

the nurse can stand by, such time as 

with the parents, especially wiw direct help. If the 

they can face the parents may reject her 

nurse attempts to ^ child, but for the entire 

help entirely, not only for the 
family. 
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The following instance illustrates the dangers and possibilities 
in such a situation. At the time a new nurse entered their home, 
the family consisted of young parents, a preschool child, and an 
infant. The older child seemed to the nurse definitely mentally 
defective. No examination had been made. Evidently the former 
nurse had tried in a gingerly way to show the mother that the 
child was “backward.” The mother had not been ready to recog- 
nize this and had become quite hostile to the nurse so that her 
'work with the normal infant also was hampered. The new nurse 
bided her time with John, the older boy, and was able through 
the health station service to be of real assistance to the mother 
in the care of the baby. The mother’s awareness of the older 
child’s condition was shown by the fact that she invariably made 
arrangements to leave him at home when she came to the health 
station and by the fact that she never talked about him. After 
four months the mother herself brought up the subject of John's 
condition. She said he seemed “queer.” The nurse suggested that 
a doctor’s advice would be helpful and left the making of an 
appointment with the physician to the mother, after explaining 
how this could be done. The mother made three appointments 
and broke each one. The examination, when it did take place, 
showed the child to be definitely mentally deficient. However, for 
some months previous to the examination, the relationship be- 
tween mother and nurse had been such that the immediate prob- 
lem of training this defective child could be discussed and simple 
methods worked out. 

The nature of the help that the nurse should give depends on 
the degree of the child’s deficiency, and also on the parents’ ability 
and resources. Such a problem was presented by a family consist- 
ing of a mother and nine children, the youngest of whom, four 
years old, was a completely helpless idiot who could not sit up 
and who took no food but fluids. In this instance the nurse helped 
the mother to care for the child’s emaciated body by visiting the 
home every two weeks, by demonstrating, and by giving sugges- 
tions. The mother depended upon the nurse for more than this, 
however. The nurse appeared to her as the one person who shared 
her difficult burden. It was interesting that the mother could not 
bring herself to give up the care of the child even temporarily, 
when the nurse made this possible. Later, after the child had died 
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from pneumonia, the mother seemed lost and needed the nurse’s 
help in adjusting to the unaccustomed ease of unbroken nights and 
less demanding days. This situation illustrates the type of help 
which a nurse may offer the family of a helplessly mentally defec- 
tive child. It also shows a mother too exhausted to care for the 
normal members of her household because of her great need to 
"make up" to the defective child for his condition, a condition 
for which she consciously or unconsciously may feel to blame. 
Neither the nurse nor the worker from a family agency seemed 
able to help this mother overcome her need to compensate. 
Awareness of the child’s probable mental age gives a founda- 
tion for building habits in these children. How old is^ the child, 
not in years and months, but in social adjustment and in what he 
is able to do? It is not always possible to clarify this by ^ 
a psychological examination. But the mother knows the > s 
achievements in simple speech, toilet training, attempts at e ping 
himself, and similar activities. She knows in genera , too, 
these compare with the achievements of other children. Often she 
herself can be led to estimate and express the child s mental age 
with considerable accuracy. She may say of her^ r,! 

“He acts more like a two-yeawld cMW " Agre«”g that he t 


indeed "young for his age,” the nurse can • 

to plan activities suitable to his mental age. VV en a c , . 

mental age of two has the size and appearance o a o . j 

one can L hew important it is to be able to = m-tri 

age so that he may be given credit for whatever achtevement 
is capable of and not be expected to do more 

When the child’s menial age is the “ ““ 

tude of kindliness and patience is more 

and others who work with him. On the o er , capacity Fur- 
cult for them to grasp the ‘"^ro 

thermore, so many unpleasant assoc 

the idea of mental delect, so « terror and 

erroneously, at the door of the mentaUydetee we, to 

misunderstanding rather than tolerance Wlow 
rl^^ltmTh^Sre drf^Uve chUd, like the normal child, 


then help th( mother 
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learns certain habits and ways of behaving because they give him 
pleasure rather than pain and because they are interesting to him. 
Therefore the behavior he is to learn must be made a happy 
experience for him and must hold immediate incentive. "While the 
mentally defective child may not be able to grasp the reason for 
the behavior suggested to him, he is able to sense approval that 
is consistently offered in ways other than speech. 

One important difference stands out, however, between the 
ways in which the mentally defective child and the normal child 
show progress in learning. This in turn affects training methods. 
The normal child matures through an established series of devel- 
opmental phases that are being clarified by current research. How- 
ever, while he is actually progressing step by step, he is apparently 
developing in a series of explosions- One day he is creeping; soon 
he walks. One day he becomes interested in buttons and button- 
holes; almost at once he may be able to put the button through 
its hole. 

The mentally deficient child, on the other hand, progresses by 
a more minute and painful accumulation of things that he can do. 
The following analysis of steps in putting on underwear, part of 
an analysis of similar training problems of the low-grade defec- 
tive made at the Training School at Vineland, New Jersey, shows 
this minute and painful progress — really a slow-motion picture of 
what the normal child can accomplish with much greater ease: 

Puts legs in; puts arms in; puts vrhole garment on, but must be buttoned 
up; must have garment put on for him, but Is able to button it up; in button- 
ing garment, does not get proper boles and buttons together; in buttoning 
garment usually gets proper holes and buttons together; able to get button 
halfvi'ay through, but unable to complete the process; able to properly put 
on and button his own underwear." 

The low-grade mentally defective patient may become stalled 
at any of these levels, having reached for the time being the limit 
of his ability. WTien he is able to go further, it is a formidable, 
step-by-step process. 

This suggests to us that the child will be less confused In his 
attempts at learning if “units” of activity are worked out for him 
by his mother, teacher, or nurse, each activity being carried out 
in the same way and a new one given him only after he has mas- 
tered the step already presented. 
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It has been demonstrated that many useful habits of self-help 
can be learned by individuals of so low a grade intellectually that 
they are classified as idiots. Too often a family may be satisfied 
that a low-grade child has reached the limit of his capabilities 
when this is by no means the case. It is true that children of bor- 
derline mental deficiency, whether or not their condition has been 
recognized, may be cruelly pushed beyond the limit of what they 
can accomplish. But there is another side of the picture: the nurse 
going into a home often sees parents who, pitying the compar- 
atively helpless, low-grade feebleminded child, fail to give him as 
much training as he can take. They adhere unnecessarily to infan- 
tile methods in the care of bodily functions. For example, many 
boys coming for the first time to an institution for the mentally 
deficient have never been taught to stand before the toilet for 
urinating, although their general physical condition would easily 
permit it. This obvious step in self-help could be taken at home. 
An institution for these children starts to teach it at once. 

Although we approach our work as public health nurses from 
the positive aspect, we still can learn much from t e pa 0 og 
ical. Lessons in Child Training Gleaned From Idiots is the tide 
of one such study. The points brought out by the author as t 
results of her experimentation are quoted below to emphasize th 
value of routine for the mentally deficient mm 
summarize much of the preceding materia . ® ^ innmpnt 

statements has been changed to correspond with the developm 
of material in this section: 

It i, wrong to arrum. that a rUU’a Mu-a I" 
until every possibility of increasing the incentive s obedience as it 

It it i„/as airaple to baild up 
is to build up unpleasant ones around disobedi . 

ing the child should continue obedient " * Id organized more sys- 

The slew or retarded child . . • "Sard of trainiag ol his 

lematically by his teachers if he is to approach the stano.ro 

more precocious playmates. solution to each 

Training should be so confused with alternatives, 

problem until it is too thoroughly Ira * ^ of the child of this 

The final achievement desired must be 
level, and must receive his constant atten on. . • importance 

For those children who learn since the abiUty to retain 

to see that the correct habits are established first, 
is apt to be as strong as the ability to nu 
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Turning to the older group of mentally inadequate children 
whom the nurse sees in the community, one finds additional prob- 
lems. The experience of nurses suggests that the children in this 
age group who are above the threshold of feeblemindedness can 
be greatly helped by care and training. The intellectual inade- 
quacy of many of these youngsters is often not sufficiently marked 
to be noticed during infancy and preschool days while they are 
protected by the home environment. If the child must bear com- 
parison with considerably more brilliant brothers and sisters, it 
will be obvious that he is less intelh'gent. But even then, the real 
reason for his difficulties may not be understood until he is of 
school age. When he gets older, he must go to school, attempt to 
meet other children as an equal, assume increasing responsibilities. 
At the same time, he may be approaching, or may have reached, 
the limit of his intellectual development. At any rate, his mental 
age will not equal his chronological age. He is beginning to show 
maladjustment by all sorts of symptoms which originate, at least 
partially, in inability to meet demands at school, in the home, and 
in the neighborhood. Troublemaking at school to cover the fact 
that he cannot learn as fast as others, truanting, rebellion at home 
against demands that are overwhelming to him, association with 
younger children or blind following of poorly chosen neighbor- 
hood leaders, and many other forms of behavior may all be indi- 
rect symptoms of intellectual inadequacy, when it is unrecognized 
and the child is unaided. The child himself does not understand 
his own difficulty, though by this time he may have been told so 
frequently that he is “dumb” that he feels inferior. Three qual- 
ities are especially characteristic of boys and girls who are not of 
average intellectual endowment but are by no means feebleminded. 
They lack judgment, they are easily influenced, and they want to 
be like others. 

The nurse’s responsibility in helping to meet the needs of these 
children will depend upon the resources of the community in 
which she works. In many communities, other agencies such as the 
school will take the leadership by establishing guidance facilities, 
which may include the ser\dces of psychiatrist, psychologist, and 
psychiatric social worker, the latter confusingly known in the 
school setup as a visiting teacher. Under such circumstances the 
pubh'c health nurse’s function will usually be to make sure she is 
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working in cooperation with the guidance service. In large com- 
munities where no such service is available, the situation is immeas- 
urably discouraging. School classes are large, children are pushed 
along through the grades, individual problems cannot be given 
enough attention. In smaller communities nurse and teacher can 
at least know the individual child well and can make an attempt 
to fit his program to his needs, bearing in mind that their purpose 
is to equip him to make his own way as far as possible instead of 
doggedly trying to force him to meet certain academic standards. 

Institutionalization is possible for the age group of which we 
are now speaking. Until a child reaches a chronological age 0 
about seven, state residential schools for the most part cannot 
accept him, and the expense of private institutions or foster ome 
care is often prohibitive, when they are available. Then t ® 
tion arises, which of the mentally reUrded or deficient chddren 
shall be sent to such a school? Many of the low-grade feeble- 
minded are sent to institutions as soon as they reac t e ® 
admission. Unmanageable children of higher grades 0 ® * 

will also usually be shifted to the more expert cy® 0 r 
schools. But it is not easy to decide about A' >>"‘iertae 

Miss Elise Martens, in an especially helpful , 

ents‘ Problems with Exceptional “ ““f” 

children under four groupings: the physical y i er , 

exceptionally bright child; the mentally retarded chdd, <he so 
dally different child. She quotes the 'f Cr|esc,rs i" 
annual report of the Wrentham State S oo w foj. 

general the children who can profit from training 
the mentally retarded or defective: . , 

The .ork thus Indicated for the 

ing of the children on low mental ^ ' deficient in social adjustment 
retarded children on the higher lewis v> prevent them from becom- 

and who are likely to acqwre halnts v k education of men- 

ing socially adjusted in the ^^ose homes cannot provide 

tally retarded children on the htg ^ whose homes are so situated 

',t7.p %STJZ “i”— 

Again the attitudes ol to Lnd their child 

ry'trhT"riSS Many instituUons are so 
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crowded that it is impossible for them to carry out their educa- 
tional purposes in full. Many parents are afraid of hospitals and 
institutions in general. They feel, too, that a certain stigma is 
attached to the child if he is sent to a “home for the feeble- 
minded,” since the emphasis these schools are now putting on 
education and training is so recent that many people in the com 
munity still think of them as giving only custodial care. Institu- 
tionalization is to many parents a final admission of the child’s 
inadequacy. Added to these general attitudes are more personal 
emotional reactions. For these reasons, considerable resistance 
may be raised to “sending the child away” even though home care 
is obviously inadequate. 

Under such circumstances, the nurse may have the task of 
interpreting just what institutionalization can do for the child — 
its advantages in terms of benefit to the child himself. Probably 
she will find that she must repeat her explanation again and 
again after the child has been placed in the institution. The diffi- 
culty or the impossibility of managing him at home, the misery 
he has helplessly created, the fact that the community school has 
no adequate place for him, all this has faded from the parents’ 
minds, leaving only the feeling that they are not themselves caring 
for this unfortunate child, who is inadequate through no fault 
of his own. This is understandable. If the nurse realizes what 
lies behind the family’s demand for the return of the child, she 
can quietly reinterpret the help the child is receiving as many 
times as may be necessary to reassure the parents. Eventually, 
perhaps, he will be able to return home. 

Occasionally the nurse must meet the problems of adult defec- 
tives, as when a hopelessly low-grade adult is being cared for in 
his home, or when the hospitalization of such a person is requested 
by his family, or when intellectually inadequate adults are attempt- 
ing to maintain homes of their own. It is the last situation that 
presents the greatest problem in work with adult defectives. 

Often she is called upon to play an important part in deciding 
whether it is safe to keep the family toge^er. Usually the welfare 
of the children is the determining factor in such a decision. One 
can hardly imagine circumstances that would demand clearer 
thinking on the part of the nurse or more careful separation of 
her own personal ideal of family life from conditions in a partic- 
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ular home. How important in a ^ven instance, for example, are 
dirt, confusion, and a day-by-day, or perhaps even a meal-by-meal, 
plan for family living? The objective findings which the nurse 
can offer to a case conference or can use in making her own esti- 
mate in such instances relate primarily to the physical condition 
of members of the family, especially the children. Here she either 
has medical examinations to back up her own inspection, or she 
can demonstrate the crying need for medical examination, refused 
by the parents. This information, as complete, as specific, and as 
accurate as possible, is invaluable in estimating the family s con- 
dition. Next, she can contribute facts as to the choice and prep- 
aration of the food provided by the parents. Her estimate of the 
way in which the household is managed will depend not on whether 
this home is one in which she could imagine existing herself, but 
on whether there is sufficient use of the warmth, food, s e ter, an 
safety measures available to make health and growt possi ■ 
She will also consider, on the basis of her experience, * 

Is possible to teach members of the family the simp es 
for safe and healthful living. Nursing records . 

babies who have died from pneumonia or from mjuri 
directly or indirectly by the mother’s family 

sible agencies bear in mind the importance w ic . ^ 

-even a regrettable kind of family-has for 
may, after considering all the resources 

will not rend the family asunder but "‘1’ f ^th rec- 
on all fronts, in some cases even provi g ,, inadequate 

reation outside the home. The pU^t “7from 

parents when some or all of Ihar c 1 res ^ 
them is pitiable. They arc bewildere institutions. Often they 

appropriate patients for already crowded 

merely proceed to have more c d 

appear again and again m the w j, 

and indicate the need to help sue ^ so. On the 

places for their children if ^ should not have 

other hand, many of us have kn P i„ spite of help 

been allowed to stay “’S^'normake safe homes for their chil- 
from the community, could n benelited from early 

dren; whose children, likewi^, could form strong family 

placement in foster homes w ere 
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crowded that it is impossible for them to carry out their educa- 
tional purposes in full. Many parents are afraid of hospitals and 
institutions in general. They feel, too, that a certain stigma is 
attached to the child if he is sent to a “home for the feeble 
minded,” since the emphasis these schools are now putting on 
education and training is so recent that many people in the com 
munity still think of them as giving only custodial care. Institu- 
tionalization is to many parents a final admission of the child’s 
inadequacy. Added to these general attitudes are more personal 
emotional reactions. For these reasons, considerable resistance 
may be raised to “sending the child away” even though home care 
is obviously inadequate. 

Under such circumstances, the nurse may have the task of 
interpreting just what institutionalization can do for the child — 
its advantages in terms of benefit to the child himself. Probably 
she will find that she must repeat her explanation again and 
again after the child has been placed in the institution. The diffi- 
culty or the impossibility of managing him at home, the misery 
he has helplessly created, the fact that the community school has 
no adequate place for him, all this has faded from the parents’ 
minds, leaving only the feeling that they are not themselves caring 
for this unfortunate child, who is inadequate through no fault 
of his own. This is understandable. If the nurse realizes what 
lies behind the family’s demand for the return of the child, she 
can quietly reinterpret the help the child is receiving as many 
times as may be necessary to reassure the parents. Eventually, 
perhaps, he will be able to return home. 

Occasionally the nurse must meet the problems of adult defec- 
tives, as when a hopelessly low-grade adult is being cared for in 
his home, or when the hospitalization of such a person is requested 
by his family, or when intellectually inadequate adults are attempt- 
ing to maintain homes of their own. It is the last situation that 
presents the greatest problem in work with adult defectives. 

Often she is called upon to play an important part in deciding 
whether it is safe to keep the family together. Usually the welfare 
of the children is the determining factor in such a decision. One 
can hardly imagine circumstances that would demand clearer 
thinking on the part of the nurse or more careful separation of 
her own personal ideal of family life from conditions in a partic- 
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ular home. How important in a given instance, for example, are 
dirt, confusion, and a day-by-day, or perhaps even a meal-by-meal, 
plan for family living? The objective findings which the nurse 
can offer to a case conference or can use in making her own esti- 
mate in such instances relate primarily to the physical condition 
of members of the family, especially the children. Here she either 
has medical examinations to back up her own inspection, or she 
can demonstrate the crying need for medical examination, refused 
by the parents. This information, as complete, as specific, and as 
accurate as possible, is invaluable in estimating the family s con 
dition. Next, she can contribute facts as to the choice an prep 
aration of the food provided by the parents. Her estimate of the 
way in which the household is managed will depend not on whether 
this home is one in which she could imagine existing erse , u 

on whether there is sufficient use of the warmth, foo ,s e 

safety measures available to make health and grow p • 
She will also consider, on the basis of her eipenence, 
is possible to teach members of the family the simp e 
for sate and healthful living. Nursing records ®ho^. 
babies who have died from pneumonia or from m] _ 

directly or indirectly by the mother’s menta ® V- * 

sible agencies bear in mind the importance w 1 ^ ^ ^ 

-even a regrettable kind of family-has for 

may, after cLidering all the adverse actors, sugg st a ^ 

win iot rend the family asunder but w-H ^r,,. 

on all fronts, in some cases even mentaUy inadequate 

reation outside the home The J^Laken fro^ 

parents when some or all of thwr c 1 ^ 

them is pitiable. They are faewildere institutions. Often they 

appropriate patients for Situations of this kind 

merely proceed to have mwc d 

appear again and again m the ^ fit 

and indicate the need « .^P m to so. On the 

places for their children if ® should not have 

other hand, many of us have fcn P jn gpjte of help 

been allowed to stay together as > their chil- 

from the community, have benefited from early 

dren; whose children, likewise, family 

placement in foster homes where tney 
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ties with reliable foster parents. The authority to “break up a 
home” is given to certain community agencies by the community. 
This authority is a painful responsibility. ^Vhen the nurse con- 
tributes to the decisions of these agencies she tries to do so by 
using the most thoughtful professional judgment she possesses, 
based on careful observation of the family. 

Other parents who are somewhat below average mentally are 
often “good” parents, respected in the community. While the 
intellectual stimulation they can give their children is limited, 
they offer them a home life of considerable security. Teaching 
adapted to the individual needs, capacities, and interests of such 
parents is the most important part of the nurse’s function under 
these far more hopeful conditions. 

THE MENTALLY ILL 

The public health nurse also meets in the community psychotic 
and prepsychotic persons and those recovering from mental ill- 
ness, for not all people with a psychosis or psychotic tendencies 
are within the walls of hospitals. She has a grave responsibility 
for helping such patients. Frequently she has an opportunity to 
recogmze symptoms of mental disease early enough to obtain 
prompt medical treatment for the patient. At other times she 
comes upon a patient in the grip of an actual psychosis and is able 
to secure help for him and his bewildered family. Hospitals for 
mental disease attempt to maintain contact with patients who 
are returned to the community “on parole”; some that are able 
to place certain patients in private homes for “family care” 
carry the responsibility for their supervision also. It is not yet 
possible, however, for hospitals to employ the large staff of 
social workers required for follow-up of patients returned to 
the community, and hence the nurse may have to take this re- 
sponsibility if the patient is a member of a family she visits, 
whether or not any definite cooperative arrangement has been 
planned by hospital and nursing organizations. The crowded con- 
dition of many large hospitals or pressure from relatives may 
necessitate the return of patients to the community before they 
are ready to be plunged back into the responsibilities and activ- 
ities of life outside the institution. It seems obvious that the pub- 
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lie health nurse must at least be familiar with symptoms of mental 
disease and must know community resources for the help of such 
patients. Furthermore, her understanding of human behavior is 
limited unless she is aware of the whole range of it, including the 
frank psychoses. There is so much that is “normal” in the behavior 
of the psychotic patient, and so much that is “abnormal in t e 


comparatively well person. 

The following brief excerpt from a nursing record illustrates 
the kind of help the nurse is sometimes called upon to give the 
family of a mentally disturbed adult. The family was town to 
the nurse because one of the children was tuberculous. 

4/.,/-. John is home spin from SUUo HorpM. Corrrjn^ 

ence with hospiUii shows diagnosis of demeoU. praerox. f 
down the room restlessly and at tiroes does not seem to un er 
not respond to qoesUons. Telephoned description ol patient, condition to 

''"""‘“’’jS'lJj^'HospiUi. Hi. mother 

A/ii/—. John has been returned to the State wospua 

wants him home again. She is upset because patient was a e jiggppoint* 
re.ei.amiiution at city clinic. Sen 

ment but eipkined that John is stiii too sick to. y e„;dance in explain- 
to the hospital asking report of patient’s condition and guidance exp 

ing this to family. 

Another record shows that a d reted to 

schizophrenic went to bed on her return 

dress or take nourishment. The family recovery 

rest. Fortunately the nurse realized that the pattents recovery 

was dangerously Incomplete. , . 

Chan Jug coLpts in « 

the function of the public health n custodial care 

ill who are living in the commumly. jr 

are gradually changing into hospi accepted the 

diagnosed and treated. To “ tuberculosis is an illness, 

fact that a psychosis is an illness, 
and that no more tragedy is attach^ m the 
if the prognosis is equally ®'. making use of special and, 

While, on the one hand, the other hand it 

occasionally, of specific for^ o thought capable of clear- 

is demonstrating that psyc osm ^jearly defined diagnostic 
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tertiary syphilis. Shock treatment may be beneficial to many pa- 
tients who are pathologically depressed although the exact way 
in which this treatment acts is not clear. In contrast to the use 
of these special treatments, one finds old diagnostic lines in- 
creasingly broken down where the functional psychoses are con- 
cerned. The “puerperal psychosis,” for example, is no longer 
accepted as a separate form of mental disease, and it is 
now thought that the strain of maternity is merely a precipitating 
factor in a patient already unstable. Schizophrenia and manic 
depressive psychoses often do not present classic pictures. This 
would be confusing if one felt the study of a particular disease 
rather than the study of the patient to be the important activity. 
However, it is the patient, not a medical formulation, that is at 
stake, and research and nosology are changing in accordance with 
this concept. In Destiny and Disease in Mental Disorders Dr. 
C. Macfie Campbell expresses this idea as follows: 

The dominating trend in psychiatry . . . became the emphasis on the 
personality and on the conception of the psychosis as the revelation of the 
personality grappling with its special tasks. The problem of the psychiatrist 
was no longer to identify a clinical picture but to get to grips with the actual 
dynamic situation, to reconstruct In detail the life history, with attention to 
the sensitiaing or conditioning influence of environmental factors, and with 
due appreciation of the nature of emotional disturbances, of substitutive and 
evasive reactions, of symbolic expression, of the various modes of getting 
satisfaction for the complicated needs of the individual.** 

World War II brought psychiatrists face to face with the prob- 
lem of diagnostic labels and classifications in a compelling way.®® 
The difficulty is seen by some psychiatrists to be that previous 
classifications of mental illness were based primarily on the com- 
plex of symptoms that the patient showed rather than on the 
dynamics of conflict and the individual reaction to conflict or 
impairment underlying the symptoms. 

At present there is no definite assurance that work wth chil- 
dren will contribute directly to the prevention of functional psy- 
choses, although it might to the prevention of neuroses. This is not 
to say, however, that the small child diagnosed as schizophrenic 
cannot be helped by skilled psychiatric treatment. 

It seems possible that as general hospitals provide units for 
mentally ill patients, as psychiatric consultation becomes more 
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Other patients, however, appear depressed without discoverable 
cause, or react in an extreme way to pain and difficulty. The 
patient whose depression has not reached the stage of demanding 
hospital care may be helped toward recovery in his own home. 

A mother and two small children contracted typhoid fever and 
were hospitalized at the same time. The younger of the children, 
a little girl, died. \Vhen the mother returned to her home as a 
convalescent, she was still a carrier and was confined to her bed- 
room by physician’s orders. She had nothing with which to occupy 
herself except constant thoughts of the child who had died. By the 
time bacterial examinations were negative, the mother was too 
depressed to want to leave her room or to take up her household 
tasks. The husband secured a housekeeper and the mother’s unin- 
terrupted concentration on her grief continued. By then aware and 
alarmed, the nurse consulted the physician. They planned that the 
housekeeper should come for shorter periods, iat the remaining 
child should be allowed to make demands on his mother’s time, and 
that the patient’s condition should be made clear to her husband, 
who was becoming impatient with her. Neighbors were encour- 
aged to visit and to entice the mother out of the house as much 
as her formal mourning would permit. Finally the family moved 
to another apartment near intimate friends. The mother im- 
proved after this change though she still complained of an occa- 
sional dizzy spell — “like drunk” — and said she saw her little girl 
occasionally, out of the comer of her eye. She expressed a desire 
to do her own housework and became interested in making the 
new home attractive. 

\Mien the normal person is temporarily depressed because of 
difficult conditions, he may weep, complain of feeling unhappy, 
and for the time being feel that he is a victim of circumstances. A 
serious degree of depression Is not necessarily manifested by tears 
and by inability to see anything but the unhappy side of life. It 
may also be shown by a slowing down of the whole individual in 
motor as well as in mental activities. He cannot think clearly and 
he is unable to put his thoughts into ready action. This is a depres- 
sion symptom that may be overlooked by a nurse who has not 
had direct experience with acutely depressed persons. The fol- 
lowing summary from a nursing record shows a patient in this 
condition. 
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A mother was deserted by her husband, to her intense grief, 
shortly before the termination of her third pregnancy. On her 
return from the hospital following delivery, she went to a new 
home and so was visited by a different nurse. The mother appeared 
uninterested in nursing service for herself or any of the children. 
It was found necessary to repeat again and again the simplest 
instructions regarding the baby's formula. She was equally inade- 
quate in her care of the older children. The contrast between her 
blank incompetence and lack of interest and her former capability 
as shown by the previous record indicated to the nurse t at e 
situation needed immediate and intensive medical supervision. 

The old saying that persons who threaten suicide never cary 
out their threat is contrary to fact. Nursing and other records 
are grim proof of this. Every pathologically depressed patien 
is a potential suicide and must be prot«:ted. Psyc la ns s s § 
that this protecUon may be more important ^an 
since many depressions tend to clear up ot *^eWes Th als 0^ 
suicide may not be made in so many words, ^ha™r and 
conversation indicate the direction in which the pa 1 
are turning, often before Uie ““ 'I. To 


the end he 


, oiten oeiore uic — — — • 

the end he may be nTwrth wMe”; the 

sons no one else sees, sap that Me is . 


sons no one else sees, says inai and his 

patient who discusses the fact that his work 
insurance policies are available; allowed to go 

at length That he feels very weU 

downtown by himself; and the pa ^ « the nossible effect 

notes abouttL house, is interested in discuss^ 

of large doses of sleeping L constant 

perhaps locking himself in al are previous section, 

supervision and protection. As supes suicide, 

unconsciously pl-ned ‘'acddon^; „iay fall 


Helping to arrange for the protection ^gret the time 

within the province of the 

and effort that may be necepary s (1,5 patient 

Oddly enough, one sometimes . ^ j yj^eat or when he 

makes no attempt to wrry out his suicia 


makes no attempt to carry ou , unjer circumstances 


that make rescue certain 


by an 


laae rcsi-uc 

attention-getUng patient. It may 
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drcumsances the patient was not suffering from a dangerous 
depression. Nevertheless, he evidently had a problem sufficiently 
acute to drive him to extreme methods of gaining satisfaction. 
Such a situation indicates that methods of treatment should be 
appropriate, not that no treatment is necessary. The following 
bizarre variation of the faked suidde indicates a need for help 
just as truly as though the patient had actually sought his own 
destruction. A husband placed a dummy of himself in bed, elabo- 
rately conveying an appearance of violent death by his own hand, 
wrote his wife a farewell note, then placed himself in the clothes 
closet to witness her reaction to his tableau. Behavior of this kind 
arouses disgust, even a reluctant laughter, in the layman. To the 
professional worker it suggests, In addition, a patient who is 
deeply in need of help. 

It may be difficult to recognize the early stages of overactivity 
and to differentiate early symptoms from “learned” behavior or 
from personality characteristics. The patient who is on the verge 
of becoming dangerously overacUve has, for example, a “push” 
of talk. But this symptom demands further differentiation in that 
many healthy persons verbalize easily; they may talk as a defen- 
sive measure to keep the nurse away from subjects that it would 
be painful to discuss; or they may have been taught to be circum- 
stantial in speech, relating every incident in minute detail. “Flight 
of ideas” is often a characteristic of the excessive talking of the 
pathologically excited patient. His remarks rarely lead to a logical 
goal and progress by association of words that merely sound alike 
or of ideas that may be very superficially related. While he talks, 
such a patient walks about. He is “jumpy” as well as talkalive. 
In other words, he is showing signs of psychomotor overactivity. 
Here, then, we have a means of differentiating the patient on the 
verge of possible mental disease from the one who will reach a 
goal in his conversation, given time, and from the one who finds 
that he can protect himseU through defensive talking. A rapid 
mood swing may also indicate that a patient is on the verge of 
dangerous ovcractivity. It is a misleading pleasant experience 
to enter the home of a previously depressed patient and find him 
happy, elated, as sure that life means well by him as he was pre- 
riously convinced that he was marked for trouble. WTicn one 
stops to think, however, the realization comes that safe recover)' 
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from depression does not arrive through sudden reversal of mood 
and that the present attitude is another phase of the patient’s 
illness — an excitement and elation as exaggerated and unfounded 
as his former depression. It is one thing to learn about cyclical 
swings in textbook language; it seems to be quite another thing to 
recognize them in a patient in his own home setting, especially 
when the issue is confused by one’s own relief at finding the patient 


“better." 

Perhaps at no time are we more conscious of the differences m 
people — their individual ideas, their backgrounds and cultural 
patterns — than when it is necessary to make some estimate of the 
rationality of their behavior. It is so easy to veer dangerously 
toward diagnosis, and to state that a patient is having hallucina- 
tions or delusions or that his feelings of persecution seem 0 e 
sufficiently deep-seated and well organized to ^ e escn ® 
paranoid. Occasionally, in such instances, a Hiatplv 

refuge in describing a patient’s ideas as “queer. ’ Of ■“"'f " ^ 

feels the need to ask, “Queer-by whose standards?’’ The nur e 

herself does a hundred things a day which seem ex r 
those uninitiated into the thinking and techniques o ,, 
addition, as an individual - the product of her o™ P" 
family life with its racial, religious, and even f 
-she habitually behaves in a way which wouM seem ddus.onal 
to a person from a distant land or ano er ^ g ’ ^ 

theaters, and our humorous magazines rive ^o,„ent we 
our most familiar acts become funny or 

stop to think about them or take t em ou . behavior 

A partial criterion the nur^ may use to "f, i, 
that seems hallucinated or delusion , j, :juai out of keeping 
this: In what way is the behavior of f J ° environ- 
with his background? If be is reac i g ^ halluci- 

ment that do not exist, his behavior f ,espond- 

nation; if he is misinterpreting existing factors, he may 

ing to a delusion. , . _i-rifving criterion de- 

The psychiatrist who ,fa child guidance 

scribed a small boy who ha n^-t.'ve hallucinations. The child 
clinic because he “ a'devil whispered into his left ear 

had stated several times th Study showed, however, 

while an angel spoke into his right ear. y 
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that the child’s mother had given him this mystical interpretation 
of conflict in so many words, and that he was merely quoting the 
best source of information known to him. A very old, foreign- 
bom woman told the nurse that she had been possessed of a devil 
for four years, but that she had helped the condition somewhat 
by massaging him from one part of her body to another. This 
elderly patient in a new land was undoubtedly somewhat bewil- 
dered. A diagnosis of chronic arthritis gave reality, however, to 
the idea that a malevolent spirit had taken up his abode within 
her. One would not wish to minimize the need for awareness on 
the part of the nurse of behavior in patients suggesting the pres- 
ence of hallucinations or delusions. Her recognition of these 
symptoms will be of greater value, however, if behavior which 
seems pathological is studied in conjunction with the patient’s 
background and environment. 

Similarly, the patient who seems on superficial observation to 
be showing “paranoid trends” because of his complaints against 
society and his insistence that life has treated him unfairly may 
seem an ordinary enough person when studied as one of the group 
he represents. Perhaps his sense of injustice is representative of 
the minority group to which he belongs. Perhaps, as a matter of 
fact, he did not get a square deal in business, in education, in 
family life. If, however, his ideas of injustice and his bitterness 
against the supposed sources of his difficulties exceed those of his 
social group or are different from them, he may be showing 
symptoms of mental disease. As this individual’s sense of injustice 
grows, he develops a logical defense so highly organized that he 
becomes unreachable through the ordinary means of human inter- 
course, and should have treatment. 

How insidious, how slow in evolution such mental states may 
be is shown by the puzzled bewilderment of the patient’s family, 
who often fail to understand the true significance of his increas- 
ingly difficult behavior. At first, possible reasonableness cloaks the 
symptomatic importance of what he says and does. Gradually, 
however, an individual may be recognized in his neighborhood 
as a chronic troublemaker, one who spreads false and scandalous 
reports about other persons or who accuses neighbors of malign- 
ing him. Occasionally such patients spread troublesome rumors 
about the public health nurse or a worker from another agcnc>' 
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that she may be tempted to refute hotly instead of recognizing 
as possible symptoms of mental disease. 

One more picture of behavior closes this description of symp- 
toms which the nurse may recognize among her patients. We are 
not all cut from the same piece of cloth. Some individuals enjoy 
being with others; they are happiest when they are in the midst 
of activity and have an opportunity to tell friends about their 
experiences and feelings. Others enjoy a more solitary existence 
and are reticent about their acivities and emotions. The extreme 
of uncontrolled activity bespeaks mental iUness. So, too, does the 
extreme of withdrawal. It is possible to withdraw so comp etely 
from reality that the individual does indeed inhabit a world all 
his own. However, to thrust a person who does not enjoy group 
acUvity into distasteful social life is unsound treatment. Not all 
children enjoy camp life or profit from it and not ° 

happy as a boy scout. Not all adults enjoy parties or c . 
such individuals may, perhaps, be weaned to some ex 
what might be called unsuccessful aloneness. {^AScate 

In nddition to an understanding of symptoms that may ndjam 
functional psychosis, the public health 

with syndrLes that have or may have a ^ 
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country, pellagra. These informed through 
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actual senile psychoses, however — the real mental disorder of old 
age — result from a progressive degeneration of the brain cells, 
the arteries remaining soft. Dr. Karl M. Bowman, in an article 
on mental illness in old age, describes the symptoms of the senile 
psychoses as follows: 

The simple type is an exaggeration of the normal changes of old age. Loss 
of memory is very characteristic. The individual loses his memory for recent 
events but retains his memory for old events; ... he shows little power to 
retain new impressions. The senile individual lives in the past. . . . Senile 
persons are easily upset emotionally — they have sudden outbreaks of temper. 
Their intellectual functions generally are impaired — they have spells of con- 
fusion. Their condition is usually worse at night and they often do not sleep 
well. Sometimes they become depressed; they often have delusions of having 
lost their property and having everything taken from them. Certain types 
show a special memory loss replaced by fabrication.** 

Dr. Bowman suggests that older persons, whether they are 
cared for in their own homes or in institutions, must live simply, 
with little strain and excitement, and among persons who will be 
kindly and sympathetic. But it is not always easy for grown chil- 
dren to care for their parents with patience and understanding or 
for hospital attendants to be kind to the elderly. Perhaps the 
children are still emotionally immature and feel unconsciously 
that their parents should continue to protect them. Perhaps the 
unkind treatment given the old is due to a long-standing rebellion 
against the parents created by the parents' methods of child train- 
ing. The problem of caring for the elderly is complex, based as it 
is on a variety oi individual and soda! issues. The ioiiowing state- 
ment may add to our understanding of the mental attitudes of 
elderly patients and of their special needs : 

In trying to understand the mental attitudes of old people, we must re- 
member that all of them are suffering from physical maladies. . . . Many old 
persons suffer from two or more diseases simultaneously. The diagnosis of 
functional disease in the aged is very hazardous. In the vast majority of 
cases, symptoms both physical and mental are based on definite anatomical 
changes in the body. Where the line can be drawn to divide the normal from 
the pathological changes in old age cannot be determined at the present time 
with any accuracy.*" 

Experience suggests that the actual bedside nursing or continu- 
ous supervision of a psychotic patient seldom becomes one of the 
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activities of the public health nurse except in the case of elderly 
patients. Occasionally she is called upon for emergency treatment 
in the preparation of a patient for hospitalization. One could 
sum up the activities of the public health nurse in relation to the 
mentally ill patient by suggesting that, in addition to understand- 
ing the symptoms of mental illness, she carries the responsi 1 ity 
for bringing these symptoms to the attention of a physician an 
of the social agency which may be involved. She may ^ ave t e 
further responsibility of helping to interpret the patient s i ness, 
and later the form of treatment, to his family, especia y w en 
the patient must be hospitalized. Her nearest approa to ac ua 
“mental nursing” may be an attempt to help e men ^ V 
patient who is convalescing to pick up the reins 0 is o . 
Here her observation of the patient will be inva ua e 
help in his adjustment may be badly needed. 

In the role of ioterpreter to the ts 

meets the seme emotional difftculties that she isco 
when an intellectually low-gtade child i? ‘“f hfpitot 
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and such moving pictures as are not we irec . ^ 
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This situation, like that caused by P charging that they 
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no longer love or want him, can e the patient’s 
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behavior is part of his ^ Iielp to ensure that the 
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been hospitalized. They may, for example, tell the nurse that the 
mother is “away” — another instance of the fact that the nurse 
can carry out her function only in so far as the family will accept 
her help. 
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sary agency regulations. While the nurse, like any other worker, 
has her ups and downs, her moments of discouragement and 
satisfaction, on the whole she must be able to maintain a certain 
consistent level of work and of interest in what she is doing. 

Like other workers, nurses work best under favorable external 
conditions. The resulting higher level of achievement is accom- 
panied by a sense of well-being in the job that makes it easier to 
put one’s best foot forward in relationships with other workers, 
both those who direct and those whom one may direct. 

Adequate space, a desk or table that is recognized as belonging 
to the individual nurse, adequate office supplies and telephone 
service, and sufficient light and air affect the level of work that the 
nurse is able to maintain. Arrangements that will ensure privacy 
of interviews have become essential. The possibility of improving 
methods of recording the work of the nurse has been discussed 
pre>dousIy. Because nursing agencies must lower overhead ex- 
penses in favor of service to the community, luxurious quarters 
are inappropriate. However, nurses’ reactions to any discussion 
of the subject of working conditions indicate that needless dis- 
comfort and inconvenience cause them more than momentary diffi- 
culties. Favorable external conditions imply that the organization 
believes the services of the employee to be worth support. This in 
turn gives the worker a sense of belonging to the organization, a 
feeling of security without which she may not be able to do her 
best work. This is not to lose sight of the fact that public health 
nursing in some areas is still pioneer work under primitive and 
sometimes dangerous conditions, accepted by the adventurous 
nurse as inevitable aspects of her job. 

The daily work of the nurse also reflects personnel polides 
concerning vacation, sick leave, salary commensurate with profes- 
sional responsibilities, advancement, and annuity or pension. At 
the present time it is still not always possible for the nurse to 
know bow she will support herself when she has passed the age 
of employability. 


Nurses have certain problems in relationships that arc common 
to all professional workers. AH workers show individual differ- 
ences in skill, in ability to learn, in agreeableness of personality, 
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and in stability, and those who belong to a professional group 
have a particular opportunity to develop these differences. There 
is more room for indi\ddual growth — an advantage even though 
it may add an element of unpredictability to daily work together. 
The professional future of the worker is also more indefinite, since 
the more complex our training and our personalities, the more we 
demand in the way of satisfactions from the job an e more 
our relationships with co-workers are seen in their true comp exi y. 


At the present Uine the outstanding problem *at 
public health nurses is disparity in backgroun an 
tion. Whether or not such a difference is "lafinnshin be- 

lt is much discussed currently and influences the relatronshrp be 

tween staff nurses and between supervisor an lU, 
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only Le who have had a recognized courempublm tolt^ 

nursing in addition to their enough public 

schools of nursing have been accredit e,eg „„rse 

health nursing “ ^^nves room for differences in 

work m such agencies. This stdl bachelor of arts 

background. A nurse may possess -..ster’s degree in addi- 
or of science; she may have acquired a “stt” 
tiou; or she may have -smg imme^aj^y^^^^ 
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especially when combined with the flexibility sometimes called a 
“learning attitude,” she herself may not wholly appreciate. 

When the newness of the young nurse has rubhed off, when she 
no longer sees the situations that she meets in the field in the light 
of her fairly recent childhood experience, when she has learned 
to withstand the shock of community conditions that may be new 
to her, considerable agreement seems to exist that her wider edu- 
cational opportunities improve the service of the nursing organi- 
zation. However, this is not invariably true when one considers 
the performance of individual nurses. At most, it is true of all 
nurses only to a certain extent. Therefore we can put it this way: 
What the nurse does with her equipment of theories, facts, and 
skills is more important than her mere possession of them. 

Since these differences in background and education exist among 
both field nurses and supervisors, even though minimum require- 
ments for appointment to staff are gradually being met by all 
nursing organizations, working relations between the members 
of the staff are not always easy to achieve in more than a super- 
ficial way. While it is understandable that this should be so, it 
still seems unnecessary that so much unhappiness, whether on or 
beneath the surface, should occasionally exist. Two symptoms of 
tlus unhappiness are disparagement of the comparatively thorough 
preparation of the new nurse by the nurse who has more experi- 
ence than formal education; and a more or less open division in 
the ranks, with “older” nurses aligned on one side by their com- 
mon problem and standing pat on certain methods and procedures, 
and the “young” nurses, eager for innovation, aligned on the 
other. The desire to prove themselves in a situation in which they 
may have been put on the defensive may, it is true, explain the 
zeal of the younger nurses, but they, on the other hand, might 
find a helpful balance wheel in the experience of the older group. 
Sometimes the older nurse feels almost that she has her back to 
the wall, while the young nurse feels like an outsider. Possessive- 
ness flourishes in such an atmosphere. One nurse is unwilling to 
entrust her district, or part of it, to a youngster, no matter how 
well prepared she may be. The young nurse holds her cases closely 
as proof of her developing ability. Similar difficulties in relation- 
ships arise between the superivsor whose experience outweighs 
her formal preparation and the field nurse of whom the reverse 
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is true. Each clutches her own achievement to her, too much on 
the defensive to supplement what she lacks by seeking help from 
the other or to develop readily a respect for the other s equip- 
ment. 

This particular problem in relationships is sometimes inten- 
sified by the fact that a young, well-prepared nurse may start work 
in an organization at a higher salary than that received by a 
co-worker who has been with the organization for some years. 
Information regarding salaries somehow becomes common knowl- 
edge. The older nurse — at least older in employment — may feet 
the difference in salaries to be unfair. But the nurse who has paid 
for an expensive professional education, or is stiff in e proces 
of paying lor it, feels that she is worth the addibonal s"™. “ 
may the director who employs her. An ability on t e ° 
organization and of individual nurses to face difficu . 

as these might lead to clarification, to better use ° 
assets, perhaps to new poHcies, and ultimately to better 
tionshlps. 
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written material on supervision. However, our literature in the 
area of supervision is still scanty. Perhaps before long, experi- 
enced supervisors will produce an intensive study of the super- 
visory process in nursing to whidi all nurses may turn — both 
those working in institutions and those who are public health 
nurses. 

Whether they are employed in a health center, in a more 
isolated rural area, or in an urban agency — official or unofficial — 
public health nurses work in organizational settings that have cer- 
tain similarities in personnel. At a minimum, and leaving out for 
the moment our national and state organizations, community 
committees, volunteers, and auxiliary workers, we expect to find 
staff nurses, generalized supervisors, speciah'zed consultants, and 
administrators. There is no one of us who does not carry out some 
of the functions of the others in her daily work. The staff nurse 
gives more direct service to patients and does less administrative 
work than the supervisor, for example, though each carries out 
both functions to some extent. However, the main job emphasis 
is as stated. As each nurse gains security from doing her work 
well, within the limits imposed by her situation, she is able to 
see the strength of this professional structure and to turn fear- 
lessly to the appropriate person when she needs help. 

If there were no staff nurses, the supervisor, as such, would 
cease to exist. However, from the point of view of organization, 
it seems true that the generalized supervisor in public health 
nursing is in the key position, needing and deserving all the recog- 
nition and strengthening that the organization of public health 
nursing in general and of her own agency can give her. 

It is never easy to define the unique aspects of any area of 
professional responsibility. However, a committee of nurses in 
the Division of Nursing Education at Teachers College, Colum- 
bia University, has attempted to describe the special functions 
of the generalized supervisor in somewhat the following terms: 
She is the liaison person between administrators and the staff 
nurse with regard to the daily nursing service. The administrator, 
now often with the aid of the whole staff as well as of boards and 
committees, formulates policies; the staff nurse carries them out 
in service to the patient. In the middle is the generalized super- 
risor, interpreting these policies further to the staff, and later, 
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on the basis of information derived from her observation of and 
discussion with staff members, bringing back to the administrator 
a report of the way these policies are working. 

The generalized supervisor has an administrative function in 
her own right. She must take a broad look at the district or 
area for which she has responsibility and must fit spedal prob- 
lems or conditions into the total picture; she must dovetail nursing 
service, glimpse opportunities or deficiencies in the total situation, 
coordinate what she sees, and act upon it. It is a well-recogmze 
fact that some generalized supervisors are given such large assign- 
ments, requiring so much “paper work,” that it is ® i 
sible for them to keep in close touch with nurses m ^e « to 
have sufficient creative energy left to see opportunities or 
oping nursing service further. Some of this resu s 
that administrators-usually not 

on>ing groups may not appreciate and uUlize the true function of 

the generalized public health nursing supervisor. ... 
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she must be able to judge as accura y P procedures, 

situation demands of the staff nurs nursing skills but 

Administrators do not enjoy losing ei makes this inevi- 

nsually must accept the hard fact " [“"p„t of the 

table; on the other hand, maintiMnce of such 
generaUzed supervisor’s „ og„cational director and in 

Even when an agency emp y „,]fants the generalized 

addition one or more students, and a 

supervisor is a teacher of * tparhes individual nurses and 
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ized supervisor is in this area has both a 

ized consultant and the stan n 



294 PUBLIC HEALTH NUKSE AMD HER PATIENT 

toiBiRg and a teaduRg role. This seems to be true even when the 
specialized consultant is employed by the agency and is easily 
av^lable to the staff nurse for detailed help. It is more obviously 
true when the specialized consultant is employed on a county, 
state, or area basis. Without her contact vdth the generalized 
supervisor, who is aware of the total situation, the work of the 
specialized consultant becomes ffnuted and spotty and has much 
less chance of being useful to the entire group of nurses, or of 

affecting methods and polides. 

The situation in which the generalized supervisor carries out 
her administration and teaching functions is unique in the organi- 
zational setup, and as such makes her extremely valuable, or 
potentially so, to public health nursing service. Because she has 
the liaison activities previously mentioned and because she con- 
sistently spends more time with staff nurses than does any other 
person in the organization, she is the focus of face-to-face agency 
relationships. In the urban agency, the supervisor is always there. 
In the rural agency she is either “there” or available, or should 
be available. Her influence and the attitudes of her staff interact 
closely and continuously. Granted an administratively workable 
setup, the necessary elements for professional growth are in her 
hands as far as the possibilities for helpful relationships are con- 
cerned. 

The following paragraph from the report of the previously 
mentioned committee on supervision at Teachers College sum- 
marizes fhis discussion ol supervisory Junction and states a phi- 
losophy of supervision acceptable to many nurses, though by no 
means to all members of the nursing profession: 

The superviiory fundioa consists of administration; of leaching in the 
broad sense of commnrucation as •well as in more structured situations both 
•wilh^ indi\odiul nurses and with groups; and of unique contribution to 
nursing service through sustained, immediate contact with students and 
staff. Productive use of tius sustained, immediate contact implies current 
ability as a practitioner on the part of the supervisor; skill in evaluation ol 
and leadership in the immediate situation; and technical knowledge of. and 
purposefully used skills in, interpersonal relations which lead to professional 
groT^ smd improved nursing practice on the part of those superrised. This 
productive, oa-going use of the idationship between the supervisors and 
supervisor and staff is termed “supervisory process." 
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^ This will be amplified by discussion of the work of the super- 
visor and the young staff nurse, and subsequently of the work of 
the supervisor and the more experienced staff nurse. 


The purpose in discussing the introduction of the new nurse is 
not to attempt to define the public health nursing material that 
might be placed before her in class or in other ways, but to suggest 
attitudes that may affect her use of this material and her ability 
to become her supervisor’s co-worker. For the sake of discussion, 
it is assumed that the new nurse, even though she is a graduate 
nurse, is not a seasoned worker from another locality and is not 
working at top professional level at the beginning of her relation- 
ship with her supervisor. 

Some of her pre-professional attitudes hamper rather than help 
her. Since the undergraduate nurse at first normally places her 
working relationships on a personal rather than a professional 
basis, she unconsciously endows the hospital supervisor with some 
of the qualities of her mother, and responds to the supervisor as 
she did to her mother or perhaps to a former teacher or an older 
sister. Because she has established these ways of reacting, the 
nurse comes to her new ;ob with the attitude toward supervisors 
that she had on leaving the hospital. Her hospital supervisors 
may have given her skillful guidance but the hospital situation in 
itself necessitates a strictly regulated staff organization. As a 
student nurse, she may have learned to obey the supervisor rather 
than to work with her. Sometimes she has learned to fear the 
supervisor; sometimes she has learned to depend too much on her. 
Whatever her experience, she comes to the organization carrying 
some of her undergraduate attitudes even if she has had field 
work during a public health nursing course. 

Ideally, the new staff nurse is now slowly inducted into the work 
of the district she will cover. She is given enough responsibility to 
make her realize that she is of value to the organization, though 
she is given more direct help than will be necessary later. However, 
she is confused because, perhaps for the first time, she is learning to 
be an administrator, juggling a time schedule which includes clinics, 
conferences, home visits, classes, and conferences for herself. If 
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work. She was mentally quick. However, although she did skilled 
bedside nursing and had administrative ability, little of her own 
color and alertness seemed to carry over into her daily work. She 
showed no interest in having students assigned to her district. In 
conference and during round table discussions her attentiveness 
was obviously assumed or she actually carried on sly monkeyshines 
like a child in school. Unlike the majority of the staff, she seemed 
to gain nothing from these group discussions that she could apply 
to her work. Off duty, however, she was a different person — a 
ightful in^vidual. It was then that she made use of her origin- 
a ty. The picture seemed complete when, for a staff party, she 
wrote and staged a skit in which the finer points of public health 
nursing that so rarely appeared in her work were accurately intro- 
uce an amusingly caricatured. Here was a capable nurse who, 
wnrt^^ know, had never become a professional 

®fhaps she was carrying over from childhood into her 
earlvf^v'^ other workers, especially with supervisors, her 
early feehng about leanung situations. 

and if iu ^ ^ ^ achieve true professional status 

to aotilv f incentive of an immediate opportunity 

placed bv onp^ concept of supervision will be slowly dis- 

ing Sunervii* ^PP^opriate to professional practice and leam- 
SdTt^“ ^ now thought of as a relationsffip between super- 
poSt“ “ 0“ “ interest in the 

ence by field nurie ^ opinions expressed in confer- 

accord with known facte Practical or even in 

tion of them bv tliPca « ' the expression and considera- 

reached more decisions that are ultimately 

to carry out. This « ° better understood, and so easier 

field nurse is helnpH young field nurse — or any 

ophies of supervision in thp to meet opposing philos- 

ing, points of view do not n^^ But varying, even oppos- 

visor and obeyed instaniW^*'' to the nurse by her super- 
™t of it are not in - ti-t^ “tdor and the earring 

to the nurse transcends ^P'tit. An order 

“ttds mere regulation by a person in authority 
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Since it is the situation itself that orders supervisor as well as 
nurse. This inescapable demand of circumstances operates also in 
family relationships. The child grows to realize that circum- 
stances, not merely his mother or father, make demands upon 
him and that these circumstances make demands upon his parents 
as well. It is often found that many emergencies are not actually 
ctisM when they are eaamined further, and the supervisor may 
realize later that her authoritative order was not necessary. 

Ideally, the young nurse sees the group process in operation 
in morning round tables when the day’s work is planned or new 
situations are introduced; in staff councils; in supervisors' meet- 
ings; in staff educational projects. As a matter of fact, if the field 
nurse is to be expected to use with her patients in the community 
the concepts and techniques of group work, it seems logical that 
she should learn these techniques “at home,” as they are practiced 
by the members of her own agency or profession. Probably the 
methods she will use in working ^nth groups will be those she 
observes and practices daily in her own agency. 


As the generalized supervisor carries out her function of con- 
sultant-teacher with the “older,” established staff nurse, she finds, 
ideally and increasingly, that the relationship has become work- 
centered and that it is a shared, “two-heads-are-better-than-one” 
experience. With this as the expectation, possibly even the norm, 
the work of the supervisor has two main emphases. 

The first of these, and the one that claims most of the super- 
visor’s attention, is the job of implementing the work of experi- 
enced nurses by consistent administrative backing, by such leader- 
ship as the nurse may need in giving nursing semce, and by help- 
ing the staff to obtain additional skills and information that will 
be useful in' their work. She grows in her understanding of differ- 
ences in personality and of individual ways of working. She 
accepts the fact that all the staff must normally be dependent on 
her in some measure. She understands that although the experi- 
enced nurse has often succeeded in working out her personal prob- 
lems or has found a way of living along with them, some reflection 
of them may appear in her work and in her attitude toward super- 
vision The supervisor understands that this will be true of herself. 
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too, and therefore tries to be aware of the meaning of her own 
behavior. 

Second, the supervisor is faced with the task of meeting con- 
strucUvely the problem situations that arise — the departures 
from the expected norm. Some of these are situational and mainly 
administradve and have to do with the <h£&culties of budget, pro-' 
gram, and complicated or frustrating community organization. 
Many problems grow out of indiridual difficulties on the part of 
staff, which cause ^comfort to supervisor and staff nurse alike 
and which endanger good nursing service. It is the supervisor’s 
- task to see these problems more objectively — in a way that the 
nurse who is immediately involved in them cannot. This is not 
easy, for the supervisor, too, is always involved in the nursing 
sendee within her territory. 

Most of us will recognize as typical the following problems 
raised in one ^cussion group: 

1. At ^vhat point do personal problems and anseties of staff members go 
beyond the stage when the supendsor should alone be the redpient, and 
when does it become her responsibility to divulge confidential issues to the 
executive director? If the staff member is firm in her desire not to have 
the situation divulged, to whom does the supervisor owe allegiance, the 
staff nurse or the executive director? 

2. How can a supervisor help to indude the nurse in group activities? This 
refers to the nurse who is an isolationist and seldom, if ever, a joiner. 
Should she be left alone or is other help indicated to get at the reasons for 
lias behavior? 

3. How can a supervisor help a nurse sec that she needs assistance vdth her 

own emotional or social problems? * 

4. What is the best way to work with the nurse who is regularly late? 

Some discussion of the supervisods attitudes toward such typi- 
cal problems may be appropriate here. ‘ 

It is the supervisor’s immediate responsibility to work construc- 
Uvely with the staS nurse who exhibits acutely or persistently 
difficult behavior problems; and in carrying out this duty she can 
never hope to avoid uncomfortable situations, someUmes even 
painiul or frightening ones. Such situaUons may seem to empha- 
size the authority of the administrative part of the supervisory 
function; they call for skilis in interpersonal relationships that 
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ie supervisor may feel she does not possess in adequate degree 
She would prefer to identify as far as possible with her staff 
nurses, but now she must seem different from them. She shrinks 
froni musing pain, from intruding, and she wonders if she is 
right in what she sees. The supervisor customarily teaches the 
nurse that the patient is resilient, that he usually has strengths on 
which the nurse may help him build. But it is easy to forget this 
when the other person is another nurse rather than a patient. 
The supervisor may forget, too, that she does not have to “reach 
into the blue” for a solution to this problem but can, as always, 
safely rely on a problem-solving approach to the situation. 

This approach is based on our generally accepted assumption 
that all the supervisor’s thinking, planning, and effort are work- 
centered or, in other words, centered on the service or patient. 
TWs assumption in itself often clears away some of the super- 
visor’s doubt about procedure. What is the effect of a given 
situation on the patient, his family, the nursing service of the 
agency in general? Probably we should agree that our common 
interest in the helpfulness of the nursing service gives us our only 
justifiable basis for questioning one another’s attitudes and reac- 
tions, here especially the behavior of a staff nurse. If we accept 
the wide range of the “normal,” the only dependable basis for 
questioning any behavior on the part of a nurse must be evidence 
that nursing service is suffering or is endangered, apparently 
because of her behavior. 

Focusing on the nursing service in this way, we see more clearly 
what is involved in the first and second problems previously listed. 

In the first instance, the “allegiance” of the supervisor is not to 
the staff nurse on the one hand, or to the executive on the other, 
but to the nursing service. Xn other words, her efforts are work- 
centered. At what point will irremediable harm be done to the 
work under the given conditions? In the case of the nurse who is 
never a “joiner,” is this so disturbing to the nurse herself and to 
other members of the staff that the work is suffering; and if it is 
not, should supervisor and staff alike be more accepting of the 
diversity of “normal” behavior? Over and over again it has been 
shown that the supervisor whose approach to Problems is con- 
sistently work-centered earns the respect and trust of staff and 
administrator alike. 
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The problem-solving approach in itself is a reassurance to Ae 
supervisor because she can rely on method as a means for reaching 
a reasonable conclusion rather than feeling the necessity for arriv- 
ing at once at a solution of the problem that faces her. In an 
emergency the supervisor uses the best judgment she can muster; 
in difficult situations of longer duration she uses a method of 
approach that she can review when she wishes to do so and that 
she can describe to others. 

We realize the advisability of approadung any established 
problem first by study of the broad factors that underlie it, and 
only later by consideration of specific details. In this way we have 
an opportunity to understand the problem as a whole and to see 
the cause-and-effect relationship more clearly. If the supervisor 
approaches a problem more superfidally, studying only its imme- 
diate symptoms, she finds that she can merely suggest altemarive 
possible causal factors and that she has no real basis for deciding 
that one or another or a combination of them is really at the root 
of the difficulty. 

The fourth problem on the previous list — the nurse who is 
always late •— is a case in point. The supervisor knows that there 
may be a general psychological interpretation for behavior of this 
kind, which may not apply to tius situation but which she certainly 
must consider. A departure from generally accepted agency policy 
may be a form of rebellion, whether or not the individual is con- 
scious that this is the basis for her bdiavior. Perhaps the nurse 
has not yet worked through successfully the typical adolescent 
reaction that impels her to rebel against anyone or any situation 
that seems authoritative, even though the regulations imposed by 
the reality situation may be justifiable. In such a case one can see 
how family patterns of childhood may be re-created and how the 
supervisor may represent mother, teacher, or previous super- 
visor. Other staff members may represent a still unresolved rivalry 
situation as it existed between siblings or schoolmates. In 
instance the staff nurses who arrive punctually are, perhaps, the 
“good" siblings. 

Furthermore, the supervisor knows that cultural patterns 
always influence Ac individual, and she will want to determine 
the degree to which this is true in the tardy nurse’s case. The 
nurse may come from a famfly that paid litUc attenUon to time 
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and in which family routine was kept to a minimum. It may be 
tot she .s continuing this pattern, or the exact opposite may be 
true. Her family may have adhered so rigidly to a time schedule 
that the nurse now n-ants to throw overboard her family tra- 
ditions. ^ 


Environmental factors are no more real than the deeper 
causes just discussed but are admittedly easier to discover and 
evaluate. It is possible that the nurse has changed her living 
arrangements so that she is farther away from the health center 
and has not yet adjusted her transportation problem adequately. 
She may be battling with an early morning schedule which in- 
volves Iea\'ing her child at a nursery school or giving nursing care 
to a parent before leaving for work. The health and vitality of 
the nurse also must be considered, both in general and with regard 
to fluctuations and recent changes. 

Still maintaining a broad approach but now trying to learn in 
as sound a way as possible if the nurse’s habit of being late is the 
symptom of a deep-seated, difficult problem or is more superiicial 
and therefore more easily met, the supervisor turns to a study 
of the work of this nurse as a whole. Here, if she has been enabled 
to undertake her full role as supervisor, she finds the tools at hand. 
They are the same tools that she customarily uses in carrying out 
the consultant-teacher aspect of her function. 

The supervisor turns to the nurse’s records, to her own notes 
on previous conferences with her, and, with as much objectivity 
as possible, to her observations of the nurse’s behavior in general. 

If the nurse has had the opportunity to write full records, and if 


the supervisor has been able to compile a cumulative record of 
her knowledge of the nurse, including anecdotes that are charac- 
teristic, she has much of the data she needs for a weil-founded 
answer to such necessary questions as the following: Is an imma- 
ture rebellion evident in all other aspects of this nurse’s work? Is 
it evident in some of them? Is lateness the only evidence of it? Is 
this habitual lateness increasing; how recent is it; does it fluctuate, 
and if so does it correlate with other known parts of the situ- 
ation? All of us show our characterisUc reactions and methods in 
our records, our conferences, and in daily ways of behaving. Hay- 
ing considered these questions, the supervisor has a rational basis 
for her thinking and is ready for further conference with the 
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urse. One cannot say what will happen in the conference an y 
more ttan one “structure” any interview in advance. But the 
UonTth '^‘“■.ol’serve, and respond, giving her explana- 

Aenu sf f 

the nurse with whom she is talking. ^ 

thfkv^of'’nmf’’‘’““i‘*‘^‘ ®"P‘=™“'' has herself reached 

we irrilr. maturity_a level of development that 

awa^l^of o “""‘“.'^‘h some difficulty - and that she has 
p”Mf in” characterisdcs. Sup- 

Perhaps she has hTen h supervisor is very time-conscious, 
and other activitin i t up in a household in which meals 
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many times a day ’°“h at her watch 

the exact time. It would bp T '.J 't ““essary for her to know 
by a nurse’s apparently calm ohV aspedally tried 

. ThuswecomVbacSinffirh'^^^^ 

ing ourselves. We saw ♦?? necessity for understand- 

works with individual *he nurse who 

we see it underlying Ld f ** ’’’* paUents. Here 

co-workers. ^ ® “ ‘mplementing our relationships with 

staff nurse, she b hetpedto relV^fh construcUve form to the 
and methods influence her wnri.^ d ^ which her attitudes 

of supervisors are ouiip an, '< owever, although the majority 
tion is often asked responsibilities, the ques- 
Ihe supervisors? rather desperately — who helps 

the supervisor is employed ^’'’''cy of the agency where 

Md freedom in planning S“PP°rt 

•ncreasingly from worksLps anr^T”' ’’^’P “™"S 

'•■sory process iuelf is dis^s^ aT super- 

a^uainted with each 0010^-, a "“Perviaors become 

of administration, teachinv anu common problems 

come, more rapidly than is now 1^'^'”® ®°”e help must 
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^n-isor addiUonal knowlrf™ Tu generalized 
iwple without requiring her m '' 'T^rience in working with 
There rs a growing, legitfmate dem*T“ "’"’P*' hygiene. 

Ptimate demand on the part of superdsors 
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for such additional preparation. Field work appropriate for this 
IS difficult to plan and implement at the present time, but it should 
be regarded as a pressing university problem. 

Many supervisors have an intuitive grasp of their function and 
have worked ably without the added security and ease that special 
preparation for this position could give them. However, we recog- 
nize that the successful staff nurse is not necessarily the successful 
supervisor. Social workers consider that the function of super- 
vision is a spedalty. In an article describing the growth process 
that underlies social casework practice Dr. Jessie Taft says, “case- 
work skill cannot be transformed into supervisory skill, nor can 
caseworker responsibility be equated with supervisory responsi- 
bility, without an intervening developmental process.”” In public 
health nursing we are attempting to strengthen the “intervening 
developmental process” by providing in-service training for the 
senior guide who accepts responsibility for students and sometimes 
for young nurses; by seeking better ways for orienting the super- 
visor who is new to her function or new to the agency; and by 
strengthening our university offerings. 

It was stated previously that supervision is a "process.” This 
is perhaps most clearly seen in the supervisor’s work with the 
young nurse. However, one also sees a growth in relationship 
between supervisor and each individual staff nurse, if the relation- 
ship goes well. There are insights that the supervisor can acquire 
and use that lead to a successful relationship — and ultimately to 
the easy dovetailing of the tasks of two professional workers, 
each of whom knows her job. 


Some of these insights go beyond the supervisor s partial knowl- 
edge of her own individual characteristics. She may find it useful, 
for instance, to recognize and maintain the “difference" between 
herself and the staff nurse. All of us are responsible to some indi- 
vidual It would be a demoralizing ezperiecee if we found that 
this individual — perhaps our director— was merely one of our- 
selves. We may be as skilled in our roles as she is in hers, but we 
need her in the role that she has been employed to fill. She herself 
might be much more comfortable if she could deny tta difference, 
in some instances, out of the sheer discomfort that comes from 
being so definitely in the minority, supervisors have actually ab- 
Sed.” A comparison between this situation and the pattern 
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of family life occasionally seen some years ago may not be 
inappropriate. One remembers a time when parents sometimes 
tried to make themselves merely the playmates of their children, 
probably in an effort to escape the responsibilities of authority 
and the hostility that in varying degrees is part of the growth of 
personality. Parents found that this did not succeed because, 
inevitably, parents are not children — they have a different role to 
play. Similarly, supervisor and nurse have different roles, but 
here the difference is a matter of professional responsibility and 
has less to do with behavior or manner, socialization with staff, 
and the like, than we always realize. 

Probably the supervisor must always bear the burden of evalu- 
ating the work of others, along with the occasional discomfort 
attendant on this responsibility. Discomfort persists even though 
the staff nurse shares in the evaluation of her work. Current prac- 
tice is steadily confirming the value of the plan that both staff 
nurse and supervisor shall contribute to the process of evaluation. 
There are obvious and lasting strengths in this cooperation. How- 
ever, in the last analysis, the supervisor has an administrative 
function in this connection which, while it need in no sense make 
the shared evaluation artificial or a mere gesture, means that the 
staff nurse must always experience some fear of the supervisor’s 
judgment. It seems safer for the staff nurse to realize the truth 
of this and be guided accordingly than to fail to recognize it. The 
same would be true of all employed people. It is true of the 
supervisor. 

It has been said that generalized supervisors are focal points 
for relationships within the agency. Miss Robinson cites as part 
of the professional worker’s equipment, in addition to knowledge 
and skills, "the controlled use of the capacity to relate oneself and 
one’s service to people.” “ Thus, the supervisor, recognizing the 
V’arious projections and identifications of those with whom she 
works and knowing that her relationship with her co-workers is 
not a casual one, is aware of the way in W’hich she uses herself with 
others. Even though, like most nurses, she wants to lessen the 
discomfort of others, she realizes that an indiscriminate “com- 
forting” or protection of a nurse, inappropriate to the reality 
situation, is not helpful in the long run. She continues to accept 
the nurse but helps her to see her situation more dearly. The 
supervisor’s interest in the individual nurse and her desire to help 
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her are very real. However, in order not to foster dependency in 
the nurse she is not available to her at all times, hut only when the 
sUuation warrants it. By placing reasonable limits on the time and 
the number of contacts, she encourages the nurse to consider and 
formulate the situations that she wishes to discuss, so that confer- 
ence periods are well used. 


This means that the supervisor keeps her appointment schedule 
of conferences with the nurse meticulously, so that the nurse may 
have the security of knowing that a certain time is hers and can 
center her work with the supervisor in this conference period. 
Gradually the nurse takes the lead in such conferences. As this 
becomes an accustomed process, the supervisor finds that she her- 
self need introduce fewer of the topics she has in mind as advis- 
able to discuss. Many of them will fit naturally into what the 
nurse is saying. If the relationship is a helpful one, the nurse 
reorganizes her thinking and gains perspective as she talks to the 
supervisor, even though the latter, thinking and observing as she 
listens, says very little. Gradually, the nurse becomes identified 
with the supervisor. In this way, what she knows the latter would 
say if she spoke and what she has said in previous conferences 
become a part of her own thinking in the present conference and 
are incorporated into her remarks and, later, into her actions. If 
the supervisor, at an appropriate point, can contribute informa- 
tion based on her experience or on her knowledge of the broader 


community situation, she docs so. This may add to or modify the 
nurse’s picture of the situation. In the same way, the nurse s inti- 
mate knowledge of local factors may lead her to suggest changes 
in or to criticize constructively a general policy in which the super- 
visor is interested. ^Vhen she does so, the supervisor does not 
defend her policy but tries to reevaluate it realistically. The 
supervisor too, stales her point of view, and this does not neces- 
sarily agree with the thinking of the nurse. Again if the relation- 
ship is a helpful one, the nurse has the security of knowing that 
if what she is saying is not nccepted at the time, it does not mean 
that she is rejected as a person or that her thinking and work m 
general are undervalued, but nrfy that the situation under dis- 
Son is open to question. We realise that the nurse is best able 
to Mtgrow her weaknesses as she gams security in using her 


Strengths. 

The supervisor accepts as 


part of her role a certain amount 
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of hostility and rejection on the part of nurses -with -whom she 
works. Some hostility is inherent in the continued growth of the 
nurse. New experiences and new information make inroads on 
her personality, causing her some discomfort. Frequently the 
supervisor seems to her to be the source of this discomfort. Or, in 
her administrative capacity, the supervisor may be identified by 
the nurse with an agency policy that she has not accepted, and 
may be seen wholly, if temporarily, in this light. Most people 
want to be liked by others and feel uncertain, unhappy, or angry 
when faced by even temporary hostility. A child will give away 
his best toys in order to be better liked by indifferent playmates. 
It is understandably difficult for a supervisor to accept hostility 
and to guard against the desire to retah'ate or the feeling that she 
is inadequate. 

Some nurses, whether or not they are supervisors, face a differ- 
ent and more acute kind of hostility. The employment situation 
in an agency, complicated by extreme personality difficulties, may 
be such that a lasting, harmful, negative relationship exists be- 
tween two members of the staff. Perhaps a promotion has oc- 
curred that is, or is thought to be, unfair. Perhaps a new super- 
visor or director has been brought in “from the outside” when 
promoUon to tins position was expected by a nurse already em- 
ployed by the agency, an expectation that may or may not have 
been warranted. Sometimes such situations can be worked out 
successfully, if one has enduring patience and good insight; some- 
times they are untenable and one of the nurses leaves the agency. 
A number of us can cite instances in which careful consideration 
on the part of administrators who were aware of emotional values 
could have pre%'ented similar difficult situations. 

The attitude and method of working of the administrator or 
administrative group permeates the public health nursing orgam*- 
zation. The altitude and methods of generalized supervisors 
influence the daily work of the nursing staff in an even more 
specific way. We all need opportunity to grow through identifica- 
tion. The kind of conference the staff nurse has with her super- 
visor influences the way the nurse works in her interview with 
patient and family. Even if the staff nurse has had excellent 
academic courses that help her to understand the djmamics of 
human behavior, her field work may not always show her these 
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concepts and methods in action. ^Vhether or not she has access 

herself and others will be gained from her work experience. Pub- 
lic health nurses are increasingly aware of this. They realize that 
ire tnust strengthen by every known resource the professional 
position of generalized supervisors and in this way foster their 
growing ability to carry out a helpful supervisory process. 


•»> PART II <«- 

Interagency and Interprofessional Relationships 

In many communities, urban and rural, each public health nurse 
functions in a network of relationships with nurses employed by 
other community organizations and with members of other pro- 
fessional groups such as health educators, teachers, and social 
workers. Increasingly she finds herself closely associated with the 
latter. At times she seems caught In a hampering entanglement of 
red tape. On the whole, however, she realizes that such relation- 
ships form a network not unlike a great radio system. They have 
become a much-needed means of communication now that com- 
munity organizations serve a more varied group of persons than 
formerly. They are also an essential basis for interaction between 
different agencies. We recogm'ze (hat well-planned programs are 
productive and economical; that even an emergency is not an 
isolated circumstance but one that is related to the events leading 
to it and to the circumstances that may result from it. 

JOINT PLANNING 

The coordinated programs now carried on by the various com- 
munity agencies require more concerted planning than the old 
type of service. As a part of this program of coordination, direc- 
tors and workers in national, state, and local public health nursing 
programs have become highly self-conscious, in the sense that 
they study what they themselves are doing or ought to be doing 
and also in that they are aware of the need to dovetail resources, 
and of what allied professions are doing. The Council of Social 
Agendes, with its Social Service Judex, now state-wide m some 
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mstances, and its customaty subdivisions for health, family case 
work, and child welfare, is often the headquarters for this com- 
munity planning. The visualization and, in a few cases, the estab- 
lidnnent of health centers uniting all health services, both those 
within and those outside the hospital, in a closely coordinated 
functioning unit, with whatever realignment of activities is neces- 
sary and with inclusion of auxiliary personnel, is an outstanding 
example of such merg^g of professional activities in the field of 
health. 

Even in the small basic unit of the local community, joint plan- 
ning is not invariably effective in spite of efforts to that end. Diffi- 
culties are sometimes caused by unsatisfactory polides that are 
residuals of a former day, by lack of community planning influ- 
enced by dearth of funds and personnel, or by a misinterpretation 
of their spedal function on the part of indivadual nurses or other 
professional workers. 

The following is a familiar instance of the difficulty that is 
sometimes caused by lack of thorou^, coordinated planning. A 
dispensary dime for the treatment of s>’pbnitic patients had used 
for some years the field nurses of the local visiting nurse assod- 
ation to trace patients and to attempt to persuade them to return 
for treatment- Some of the patients were members of families 
known to the nursing assodation. Others were strangers to the 
vdsiting nurses, whose first contact with them had to be made on 
this negative basis. The goal of both dinic and nursing agency 
was to lessen the damage from ^"plulis in the community and to 
safeguard these particular patients. The plan of follow-up was in 
this case a failure. It failed because it was not part of the function 
of the visiting nurses in this community, who were still adminis- 
tratively entirely separate from the venereal disease clime, to visit 
the clinic’s patients, many of whom they did not know and whose 
contact in many cases had been with another health agency. 

The following materid from an address given some years ago 
by Dr. llaybew Denyberry is not so generally applicable today 
as it was at that time, Nevertheless, it still warrants inclusion 
here. Dr. Denyberry is discussing the effect of uncoordinated 
health activities on the work of the nurse.** 

I should lie to mention brieSy one or two administrative procedures that 
limit the effectiveness of the nurse as a family teacher. . . . The fint of these 



RELATIONSHIPS WITH CO-WORKERS jri 

factors is the lack of coordination between clinic and field service In a weU- 
presumably coordinates her teaching in the home 
with the findings in the clinic. To do this there must be some administrative 
roacinnery by which the nurse is in/onned of the findings in the clinic 


He then cites a nurse’s visit to an antepartum patient in which she 
advised the patient, in accordance with standing orders, to in- 
crease her fluid intake. The nurse was unaware until the patient 
questioned her advice that increased fluid intake had been found 
at antepartum clinic to be contraindicated for this patient. 

^ The nurse bad no means of knowing what the physician had found. Such 
situations tear down the patient’s confidence in the advice given her by cither 
the doctor or the nurse and sometimes both. Unfortunately, such lack of 
coordination exists all too frequently. 

A second way in which the effectiveness of the nurse’s teaching is hindered 
is the failure of the clinics to deliver the type of service she describes. When 
patients attend clinics at the suggestion of the nurse and find it to be an 
unpleasant experience they are less inclined to listen to the nurse’s advice on 
other problems. Consider the following in an infant hygiene visit: 

Mrs. A: “I went over to the doctor as you told me to do, and he didn’t 
say anything at all about the child’s navel, so I asked him ... so he said, ‘1 
think it’s a little ruptured.’ I said, ‘Well, will you tell me for sure/ and he 
said, T think it is, don't worry about it,' but he never examined the baby’s 
navel at all. That’s one reason why / didn’t go back.” 


One may find that somewhat unproductive working relation- 
ships still exist between pubUc health nursing organizations in the 
same community. Like the previous one, this difficulty may be the 
result of the administrative setup, but its ultimate effect is felt in 
the relationship of nurse and patient. Several such public health 
nursing agencies may be working in one area; the “official” agency 
under the auspices of city, county, or state; the “unofficial” agency 
supported and administered directly by community residents; a 
group of nurses employed by the schoofs; and industrial nurses 
individually employed by looal business concerns Of these, the 
“unofficial” agency usually does beside nursing and may or may 
not have a broad program of health work m addition. One can 
observe a trend toward uniting all the programs into a more gen- 
eralUd nursing service. Meanwhfle, however, one sees the result 

of ftepresentdivisionofgiv^^ “n eaample of the difficulty some- 
tim^s'crelte^by this administrative severing of bedside nursing 
from health service; 
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Nurse (to a patient -wlio has just leturaed home following a Caesarean) : 
“Now, if you don’t mind, I will just look at your incision.” 

(The nurse examines the inddon and puts a few questions, and then the 
patient asks) 

Mrs, B : “If the doctor dismisses me from coming to the clinic, how can 1 
get it dressed?” 

Nune: “If you should need it dressed, the visiting nurse could come in 
and dress it. We don’t carry dressings.” 

Of this; partial record of the visit Dr. Derryberry says : 

The nurse’s reply is perhaps not the one she would have given by choice. 
But until the policies of the health department are changed, it is the only one 
she can pve. However, it is well to recognize that such situations rob the 
nurse of her most practical way of interesting clientMe in the health advice 
she has to offer. We all look to those who have helped us out in the past as 
the ones most likely to be helpful to us in similar situations. 

This problem is raised here Dot to suggest that one should seek 
immediate merging of nursing agencies, but merely to point out 
some of the famiUar difficulties inherent in the present situation. 

With several groups of public health nurses working in a com- 
munity, it sometimes appears that dividing the program among 
them separates them more than the setup in itself necessitates. 
Working under different auspices, boused in separate offices, 
carrying different parts of nursing responsibility, these groups 
are nevertheless engaged in public health nursing in the same com- 
munity. An outstanding example of unwillingness to make use of 
joint educational facilities was furnished by a city in the eastern 
part of the country. Here two groups of nurses representing 
two large community organizations gathered in the same building 
at the same time, each for a course of lectures on psychology by 
a different teacher, continuing tins procedure over a period of 
weeks. In spite of examples such as these, joint educational pro- 
grams are increasing in number and in usefulness. 

When one considers the complex individual problems of each 
agency as it seeks to work out its staff educational program, it 
seems that a joint program that would try to meet the needs of 
the offidal group, the visiting nurses, the sciool nurses, and nurses 
working in clinics and dispensaries would perhaps offer more con- 
fusion than clarification. Yet in many instances, community prob- 
lems are important enough to outweigh the neei of the indiridual 
agency and, in the minds of an increasing number of nurses, de- 
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mand concerted attention. The need for such a program is partly 
met by the regular meetings of state associations of nurses. Even 
these, however, cannot give consideration to specific local needs. 
A workable plan for local coordination of staff education projects 
has been attempted with some success in several large cities. Study 
groups have been set up that cut across agency and professional 
boundaries and select their membership on the basis of experience 
and function. This is in line with the current trend toward bring- 
ing together the experience of all professional groups primarily 
concerned with human behavior. 

It is sometimes observable that the visiting nurse association 
and the official nursing agency working side by side in a com- 
munity are mutually tolerant in their attitude but may not have 
succeeded in supplementing each other’s services in a practical and 
thorough way. Under cover of a rather unthinking acceptance of 
the place of the other agency in the community, there may be a 
feeling of possessiveness with regard to referral of patients and 
also a defensiveness about program. The visiting n^rse my mask 
her inner conviction that every nurse should include bedside nurs- 
ing in her program. The nurse employed by an official agency, 
whose heal* teaching may not include 
feels frustrated because she is unable to nreet the Pa^ = 
in this respect However, she may look somewhat askance at the 
m mis respeci. n . barelv to have time to roll down 

hurrying visiting nurse may have the 

her sleeves between visits to s pa ^ ‘'wpalthv”’ she 

■a 1 « fiiset flip visiting nurse assoaatjon is weaitny , sne 

mistaken rdea 'h;' budget finally accepted by the 

may be unaware of the emm 

board or the „ g„d cooperate with other associa- 

attempts to organize her ti ..grated from the official body 
tions, may still seem fel, she often is an 

of P““ic health nurses - udministrative 

employee of „„rsmg services. This dissociatmn 

connection with oth nosition of industrial nurses who, 

may also characterize compare notes, may have 

though they meet amo"g ^ p„blic health nurses in the 

few contacts with the S community nurse and the 

same area. Yet J^^,juimon professional problems demanding 
industrial nurse hav 
active cooperation. 



314 the public health nurse and her patient 

It seems doubtful that an unanalyzed attitude of laissez faire 
on the part of public health nursing agencies toward one another 
is constructive. For this is not a question of the forbearance with 
which friends regard one another’s eccentricities or convictions 
or the acceptance with which a professional worker regards her 
patient’s ingrained standards, but instead a question of the under- 
standing with which one professional group approaches another 
so that their combined services may be as useful as possible. The 
laissez faire attitude may be partly the result of the loyalty which 
logically or illogically characterizes the feeling of nurses for one 
another. But beyond this many nurses have the feeling that it is 
well to let each worker wrestle with the problems of her own 
agency program. This inertia is caused in part by the fact that 
busy nurses from each agency have found it expedient to learn 
the policies of other agencies — what each organization can be 
expected to do and what it cannot do in service to the community 
— without any real understanding of their functions. 

A speaker interested in the effect on the patient of inconsistency 
in agency policies said in the course of his remarks that it is not 
the “fault” of the individual field nurse that she must confront 
her patient with gaps and contradictions in policy. Perhaps the 
speaker was attempting to reassure the field nurse in whose taxing 
work these and many other problems come to a head. However, 
while it is obvious that the field nurse cannot actually direct agency 
policy, she can perhaps take the lead in suggesting possible 
changes because it is she who first sees the effect of the adminis- 
trative plan in the field. She can, it she is aware of the importance 
of her reactions to the policies of her own and other health 
agencies, be instrumental in modifying or developing the plan of 
action. This could be stated more strongly by saying that a pro- 
fessional worker inevitably accepts this responsibility, and that 
a democratic administrator welcomes and, in fact, expects her 
participation. 

In an earlier chapter it was suggested that it was important to 
the nurse to be aware of her reactions to her patients. In the same 
way her emotional reactions to her work as a whole — her pleasure 
in it or her dread of certain aspects of it — may be useful signposts, 
indicating that she is carrying out her function easily and well, or 
that she does not understand certain parts of her work, or that 
these activiUes have been poorly planned by the agency. If a nurse 
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dreads a return visit, perhaps she has had an unpleasant experi- 
ence in that home or perhaps a situation exists there that she does 
not know how to meet and in connection with which she has not 
fully considered what her agency has to offer; perhaps, however, 
she does not understand or has special reason to be dissatisfied 
with the plan, based on agency policy, under which she is entering 
the home. 

It is at this point that supervisory inferences and field visits 
may be especially helpful, since the supervisor may have a broader 
understanding of agency function and policies as a whole and can 
help the field nurse to evaluate her reactions and to discover 
whether her difficulties are her own or are founded on an unwork- 
able agency or community setup. 

Cooperative relationships cannot be established and fostered 
by the efforts of directors or coordinating health councils alone. 
At present it seems true that many public health nurses accept the 
community setup under which they work as more or less inevitable. 
Actually, their participation is needed in planning and in evaluat- 
ing the way in which policies work out in daily use. Sometimes 
nurses are more tolerant of one another’s difficulties than creative 


in finding better ways of cooperating. 

It is sometimes amusing — If one assumes the “role of the laugh- 
ing third” — to see how difficulties among nursing agenaes are 
forgotten when the group as a whole considers its^ 

other professional groups in the community. That ogica or 10 

ical “loyalty” previously mentioned becomes apparent, and in 1 
one senses an element of defensiveness, a feeling t a a ® 
front might on the whole be best nnd safest when eornmum y 
planning is undertaken. Perhaps a disc^mn of the rdat jshp 
of the public health nurse and the social worker - P^rly the 

family case worker - may give the essence of tbs s tuahon. ^ 

An old misnnderstanding-or lack of 

existed between ^“/“^r^ith whom this subject 

ut 

now in the past?” Experience "agio ondersbnd 

feeling still remains. Howwer^ community, and 

one another and one another’s function 

we have made considerable progress in never see things 

It may be that nurses and social workers w. 
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from exactly the same point of view. It does not seem necessary 
that n-e should think entirely alike. A certain amount of thfference 
may be stimulating as well as inevitable. However, most nurses 
and social workers would agree that we still have progress to make 
before we reach the point where we can consistently use our differ- 
ence to advantage. 

formulation of function 

It is undeniably helpful in working out relationships with other 
professional groups to be able to rely on a formulated concept 
of public health nursing function, since agency policies and pro- 
grams are based on function. However, because of the progress 
that has been made in understanding human behavior and the re- 
sulting trend toward the acceptance of common professional con- 
cepts, a clear-cut definition of function is no longer easy for any 
one profession to achieve. Such a definition cannot be realty 
specific unless two goals have been successfully reached: first, one 
must be able to say that a certain area or function, and therefore 
activities immediately attendant on it, belong uniquely to a given 
profession; second, one must be able to define boundary lines 
between this profession and the others. 

Time was when we thought the second of these two goals to 
be more important and took the first more or less for granted. 
We had, perhaps, a mental picture of professional relationships 
which, in ebrity of boundary lines, resembled a map of the United 
States. And we defended those boundaries. We are more realistic 
now because we understand that a patient or client must be seen 
“whole,” and because we are more willing that in these areas 
dificrentiation and actinty be worked out as appropriate. This 
means that the adjustment may be somewhat different in various 
localities and as individual nurses and other professional workers 
plan their cooperation. 

However, at the present lime each professional group con- 
tinues to need to define what H has that is unique — the nucleus of 
its reason for being a distinct profession. The suggestion is offered 
that although some of this need is realistic, some of it may be 
defensive and possessive. It might be possible to agree that, while 
some uniqueness ol function must remain, some might well be 
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seen rather as a logical and legitimate professional emphasis, 
resulting from and dependent on that part of the function which 
really is unique. Both in carrying out the unique part of the func- 
tion in a given profession and in carrying out its resulting pro- 
fessional emphases, the workers in that profession acquire a high 
degree of skill, a skill wb'ch, while it may to some degree be pos- 
sessed in common with certain other professionai groups, is char- 
acteristic in iU fuii deveiopment of one professional group. To 
this extent, the skill in carrying out the derived function becomes 
in turn unique to a profession — in our culture. Whether or not it 
is important that similar professional groups work m the same 
way and have the same defined purpose the world over would be 
beyond saying here. As international organizations become esta- 
lished, one might say that this would tend to be necessary. On the 
other hand, we accept many 
One thinks, lor e.xample, of a country in which 
nurse and the social worker in the community a e one and the 
same person — a practice certainly differen rom ' , -jj 

Historically and uniquely the nurse 
personal service to the sick 

and supplementary to medical diagnM the best 

this in order that the patient may r ^ rapidly 

state of health possible lor him, may e ^ j ^ terminal 

as possible, or may have the b^efit of such care during 

illness. This part of the distinctively to the 

skill developed “■ “unech * professional group. In the 
nurse and is not ^nt the nurse inevitably sees not 

course of this service to t p and deterioration, 

only signs and ° ^ strengths that enable 

but also signs of returning . P jyjdences of growth and 
the individual to return o ^ ,.ye„,ua,lly 

of factors that contribute to promotion 

decides to do her work in “ ,,s the hospital ward, she 

rather than in a ‘•■erapeuUc setB p,„pie 

comes to this through experien To 

which results from knowing ™ ^ tremendously impor- 

the nurse, the body and itsjJ^' i„dividual, be he sick or 

S SaX -y^ i— is make extraordinary con- 
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tributions and successes in spite of illness and physical handicap 
— but against what odds, and at what costl 

One often hears the comment, “The nurse has a ready entree 
into the home” or “to the patient.” Sometimes members of other 
professions react to this comment with some resentment because 
they realize that their relationship with a client may also be inten- 
sive and very welcome to him. Nevertheless, the feeling the sick 
patient has for the nurse is spedal in that it is related to child- 
hood experiences of nurture, of release from physical pain, of 
attention to small and great needs that sometimes were emer- 
gencies. The intimacy of the relation, while retaining some of its 
duldlike aspects, can be handled on a more conscious level by 
nurse and adult patient, and rcmmns the most significant source 
of strength that the nurse has in her health work. 

Therefore, one might say that the unique function of the nurse 
is nursing care to the sick or physically incapacitated person and 
that even her derived emphasb remains primarily the physical — 
the body— as she shares in common with other professional 
groups the knowledge that the cultural and emotional environ- 
ment are inherent aspects of all bodily response, and that growth 
and development can only be understood and fostered on a psycho- 
somatic basis. If thb emphasis seems earth-bound and limiting, 
one can also remember that the psyche and the soma interrelate 
in both directions, and that man’s mind has not yet fathomed all 
the subtleties of human physiology. 

It seems possible that a conscious or unconscious acceptance of 
this Idea underlies the partial resistance that some nurses show to 
the report prepared by Esther Brown on nursing for the future,” 
which, emphasizing as it must the necessity for auxiliary workers, 
seems to remove the professional nurse farther from the patient. 
Nurses say that one is only able to know and to help the sick 
patient as one gives him nursing care, and watches him and listens 
to him at such limes. Fundamentally, perhaps we fear that we 
shall lose our unique function. Study of the personnel and activi- 
ties of nursing teams is continuing on a sound research basis, and 
one begins to feel considerable assurance that her unique func- 
tion — U it is here described at all accurately — will not be lost to 
the professional nurse. 

If there is any validity In the abo\'e, the public health nurse 
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who does not include a bedside program in her activities is carry- 
ing out a “derived emphasis," but is not fulfilling the original and 
unique nursing function for which, in our culture, only the nurse 
IS equipped. A foundation for her customarily good contact with 
patients in the community has been suggested. Her skill in recog- 
nizing health and illness, while it is not diagnostic in the med- 
ical sense, is characteristically perceptive and accurate beyond the 
point that any group of professionals could reach who had not 
experienced years of the kind of intimate association with the 
patient previously described. Perhaps this serves in part to make 
the necessary distinction between the work of the nurse and that 
of the health educator or medical social worker, with both of 
whom she has much in common. 

Two outstanding skills might be said to characterize the 
capable social worker. One of these is skill in interviewing; the 
other is the development and use of the supervisory process and 
the ability to teach it. The second of these skills can perhaps be 
fully adapted to the use of other professional groups. Knowledge 
of the dynamics of human behavior, of group life and cultural 
patterns and trends, is increasingly common to a number of pro- 
fessions. Since such professions may make use of this knowledge 
in careful work with individuals and families, it seems logical to 
say that such groups, including nurses — here especially public 
health nurses — are doing “case work," but not “social case work,” 
a term that arises from and belongs to the function of the social 


worker. 

If we accept, at any rate tor purposes uf discussion, the pre- 
vious su^estion as to the unique aud derived functions of the 
nurse, it is then possible to review in accustomed terms some of 
her related purposes and activities. These she carries out in com- 
mon with other professional groups and to the degree that her 
basic purpose, plus the presence or absence of other communfty 
resources indicate. It is in these areas that considerable misunder- 
standing iill arises between professional groups in the community. 

The nurse has an educational function, related as far as pos- 
sible to the family as the unit. She also has a protective function, 
fing Me in the carrying out of pubiic health laws relative 
a disease, protection 0/ water supply, manage- 

renTofToS^proWems’, L the safeguarding of children. 
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MUTUAL AWARENESS OF 
PROFESSIONAL FUNCTION 

If the nurse can be said to have a nurturing role centering in her 
unique function and its derived emphases, other professional 
groups also have this role in their own fields of work. For 
example, social work agencies provide when needed the neces- 
sities of life such as food, shelter, warmth, or the money to buy 
these. Family casework agencies take the family as their unit of 
work. Social work agencies also have an educational function 
though they might not wish to define ft in these terms and might 
prefer to say only that they are attempting to help individuals 
and families to find their own ways to better living. A number of 
social work agencies and other groups have a protective purpose. 
It is no wonder then, that when it has not been possible to plan 
and think together, nurses, social worJjers, and other professional 
workers somedmes invade each other’s territory, usually unaware 
that they have done so. 

For example, a number of public health nursing agencies, while 
stating that it is not a nursing function to give relief, continue to 
do so in traditional ways that are not recognized as relief giving. 
A nursing organization may have a cache of blankets, bathrobes, 
or other sickroom supplies that a special fund or contributor main- 
tains for distribution to "need)^'’ patients. In giving out these 
supplies, the orgatuzalion may overlook the fact that these 
patients are known to family casework or relief agencies, and 
may never have discussed the larger question whether these 
supplies ever should be distributed by a nursing organization as 
work is now organized. 

Another such traditional activity carried on by various public 
health nursing agencies is the distribution of Thanksgiving and 
Christmas gifts in the form of baskets of food or boxes of cloth- 
ing and toys. Even if this activity is carried on as cooperatively 
as possible, with families carefully "cleared” with other agencies 
or through the social science exchange before gifts are presented, 
the nursing agency may nevertheless be said to be confusing the 
issue of relief giving in the minds of both donors and patients, 
and to be tangling agencj* relationships still further. Similar activ- 
ity on a smaller scale may continue the year round. A member of 
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community who is espedaHy interested in mothers and babies 
presents layettes to the nursing organization for distribution. A 
family who is purchasing a new stove wishes to present the old 
stove to a "needy" family and will do this only through the nurs* 
mg organization. When the agency itself makes exceptions, in- 
terpreting its function somewhat loosely as these illustrations 
indicate, it may be difficult for the field nurse to see at all where 
her boundaries He in working with the staffs of other agencies. 

It is equally true that social agencies in turn sometimes en- 
croach on the function of the nurse and with as little awareness 
of the fact that they are doing so. If the nurse wants an indication 
of the reaction of the social worker to the sporadic relief giving 
of the nursing agency, she need only remember her own dismay 
on discovering that a patient has been given advice on health 
matters by a social worker in a family agency, although the situ- 
ation more appropriately demanded the nurse’s or even the 
physician's services. 


Both nurse and social worker may be defensive in their dealings 
with each other because each is troubled about her own program, 
either because she is dissatisfied with the way it is being worked 
out in the community, or because the situation on which the pro- 
gram is based may be changing or developing rapidly. Nurse and 
social worker may each be in the process of studying function for 
herself as an individual or as the member of an agency or a pro- 
fessional group. Each may feel that it is necessary, even admir- 
able, to be feeling her way toward the best possible development 
of her own function in a given community and may be glad to 
discuss the question in meetings or conferences with her own 
group, but she may be unwilling to present her thinking to some- 
one in another field before ft fs efearfy and definifefy formufaterf. 

It seems to be undermining to the security of each group to let 
the other know that any part of the working out of its function 


or policy is still very much in process. 

It may be difficult for sodal workers in a given community to 
understand why the nursing program is so organised that the 
visiting nurses' work with infants ceases at preschool age; that 
the health supervision of these children is then taken over hy a 
city nursing otganfeation until they reach school age; but that 
nhen at this time health supervision is shifted to the school health 
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service, children requiring bedside nutsing are returned to the 
care of the visiting nurse association. Although the health organi- 
zations in this community may be equally baffled and handicapped 
by such a setup, the chances are that they will defend it to the 
social worker as inevitable and even as workable rather than 
admit the difficulties resulting from such specialization and the 
probable fact that the health organizations are working to 
improve the situation. 

Similarly, a social worker in this same community may not 
explmn to the public health nurse that as a member of a “private” 
family agency she has adjusted her service to the fact that the 
greatly enlarged “public” agency has taken over much of the 
relief giving which formerly had been part of her responsibility. 
She may not make it dear to the nurse what it is that she as a 
family worker then finds to do in famihes that continue to seek 
her help — that there Is much to be done but that she at times is 
still feeling her way toward a realignment of her function. Per- 
haps the social worker projects onto the nurse some of her own 
occasional desire to be “doing” more for the client, thus increas- 
ing her feeling that the nurse who is always “up and doing” would 
not understand the services her organization now is offering. 

The upshot of this lack of communication between agendas and 
between agency workers may be that the public health nurse and 
the sodal worker in a certain community may not understand the 
phase of development of each other’s organization. Therefore 
the current policies of the agendes are similarly misunderstood. 

fv •smaW pt«v rA •anothtrt agency’s program may 

be mistaken for its whole purpose. Each professional group, while 
admitting the fallacy of Judging its own work on the basis of 
immediate goals, falls into the trap of evaluating the other’s 
achievement in a given situation on this basis. 

The mailer of relief giving as an organized, professional activ- 
ity can be used here as illustration. Theoretically, public health 
nurses know that much thinking is being done about methods of 
pving relief and that immediate meeUng of a family’s material 
needs, as far as the family agenqr can do so, may not be the entire 
answer to the family’s dinjcullics. Yet, practically, many of our 
tefcrrals of families to family casework agendes do not even now 
show this awareness. Comment by family agendes on the type of 
ca.<e referred and the method of referral by public health nursing 
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agenaes is too general to te disregarded. Part of our difficulty 
again is due to the fact that in some instances we have not learned 
to cipress cleariy, either in writing or in discussion with the tarn- 
<ly agen^ , proMems we may see in a given family. Or perhaps 

the trouble is that we may continue to think of an immediate goal 
such as relief as the funcUon, rather than as part of the function, 
of the family agency. 

Similarly, members of the social work group may continue to 
confine the function of the nurse to bedside nursing and “advice” 
to mothers, and further, to limited methods of work in these 
activities- — methods which do not see beyond the immediate 
patient to additional family problems or to existing attitudes and 
relationships. Theoretically, the social worker concedes a larger 
function to the nurse; actually, sometimes unconsciously, she may 
not do so. Her attitude may be revealed by the manner in which 
she sometimes makes her referrals to the nursing agency or by 
her failure to do so, or by her failure to show a desire to work 
In any really cooperative way with the nurse. She may merely 
"send the nurse in” to a given family. 

All the considerations that have been touched on, namely, joint 
planning, mutual understanding of function, consciousness of 
one’s own difficulties, are needed when nurse and social worker 
attempt to work cooperatively with the same family. 


INTERAGENCY ASPECTS OF THE RELATroN 
WITH THE FAMILY 

If a Situation that has been referred by the nurse is accepted for 
service by the family agency, the nurse may then have the task of 
thinking through the problem of how she can withdraw. This 
involves a willingness on her part to reUre from a situation that 
perhaps has interested her greaUy and in which she feels she has 
a professional stake. This withdrawal from what may have been 
quite intensive work with a certain family involves a technique in 
which the nurse may not feel at case. She may pave the way for 
the social worker’s entrance with intuiU’ve or acquired skill. On 
the other hand, even when she is not hampered by a feeliA? of 
Dossessiveness where the family is concerned, the nurse may not 
know how to meet their reluctance to part from her and to enter 
upon a relationship with a new person. 
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It woxdd be quite understandable i£ under these drcumstances 
the nurse should respond to the family on a personal rather than 
a professional basis, without realizing that she is doing so be- 
cause this is an exigency that her professional training may not 
have equipped her to meet. She cannot help being pleased that the 
family is devoted to her; she may be conscious of a flicker of satis- 
faction when they say that they do not like the social worker so 
well. She may be sorry for the sense of loss her absence is causing 
and may think that she must attempt to reassure the family by 
promises of casual visits. She may feel uncomfortable because she 
herself cannot do all that needs to be done. 

These are natural reactions. Our training has not always given 
us what was described in a quotation in Part I of this chapter as one 
of the three kinds of equipment for social case work — ^ “the con- 
trolled use of the capacity to relate oneself and one’s service to 
people in need." This eqmpment seems as essential for the nurse 
as for the social worker. It may be a somewhat new experience for 
the nurse to attempt to think what it is that she as an individual 
means to her patient and to use this knowledge deliberately. In 
this particular situation the nurse recognizes that the family value 
her as an individual. Wtule personally she may be glad they like 
her, she may abo use this fact professionally. She cannot sever 
her connection with the family suddenly because of the strength 
of their feeUng for her, but must prepare them for the fact that 
her function cannot take her much further with them. Because of 
their liking for her she can help the family to feel at home with 
the new worker. If one agency representative is acceptable to the 
family, the worker from another agency has, by the process of 
identification, a better chance of being really accepted. The nurse 
helps to bring this about not by emphasizing the personal qualities 
of the other worker, such as her ability to “understand” and her 
pleasant personality, but by explaining her function and by con- 
sistently and definitely directing the family to her when their 
requests and problems are not within the function of the nurse. 

The nurse does not develop an intensive relationship such as the 
one just described with all her patients. Still, the way in which she 
takes leave of a family that she has attempted to interest in the 
work of a family agency and her method of withdrawal when her 
services are to be replaced by those of another nurse are tech- 
niques that warrant our attention. 
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In cases that are carried joinUy, unless nurse and worker are in 
accord, the patient will find it easy and perhaps satisfying to 
cntjciae each worker and each agency program to the other, with 
the result that neither is really valuable to the patient. If nurse 
and social worker obviously respect each other’s function, it is 
logical that the patient will respect both their functions. 

^ Mutual understanding and respect also lessen the chance that 
either nurse or social worker will consent to act as go-between for 
the patient. For example, a certain family has been given partial 
aid by a soda! casework agency over a period of nearly a year. 
The mother is not well, there are small children who are given 
a poor diet, and the situation as a whole requires the continued 
work of the nurse. In fact, the mother has become quite depend- 
ent Upon the nurse, who at first mistook this dependence for an 
interest in health matters. Apparently it is quite true that this 
family needs more blankets, clothes, and fuel. The mother tells 
the nurse that the worker from the family agency has not called 
upon her. Since the family has no telephone, the mother requests 
the nurse to ask the worker for needed supplies. This the nurse 
does on a number of occasions. Finally in a case conference it 
becomes dear that the family never have been willing to meet the 
family agency halfway. The father runs a small business, but 
beyond saying that he is losing money he is unwilling to discuss 
with the social worker the amount he actually loses — or very 
possibly makes — so that she can establish some basis for supple- 
mentary aid and for other work with the family. In other words, 
either this family do not understand the function of the family 
agency, or else they do not really desire any thoroughgoing rela- 
tionship with it. In either case, by acting as a go-between instead 
of explaining the purpose of the family agency or suggesting that 
the family take their request directly to that agency, the nurse has 
postponed the possibility that family and worker will get together. 
However nurse and social worker often do achieve a productive 
working relationship. Illustrations of success have been given m 
some detail in previous chapters. 


interagency confer 


ENCES 


Tn the earUer edWon of this book, several pages were given to 
a discussion of the nurse’s difBcoI^ in participating comfortably 
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and well in interagency conferences. The statement was made 
that schools of nursing and also graduate courses still failed to 
prepare the nurse to express herself easily and helpfully in these 
conferences, while members of some of the other professional 
groups did have such training. Sometimes the nurse had, or occa- 
sionally still has, difficulty in preparing material for a case con- 
ference. That she may have considered these conferences as a 
procedure for the social worker rather than as one of her own 
tools was indicated by the nature of the material she sometimes 
assembled for presentation. Sometimes she may have prepared 
and offered generalizations about family attitudes and relation- 
ships when she could have contributed accurate details about the 
physical condiUon of members of the family and about atUtudes 
centering on health or illness; often she could have given a valu- 
able developmental history of the children. She did not always 
realize how gratefully such pertinent facts, dates, and observed 
conditions would be received by a conference group that was 
struggling for a reliable foundation on which to base conclusions. 
Realization of this would have given her, sooner than was the 
case, the security of true participation. 

This is an area in which we seem to have made rapid progress, 
for wWch we can give credit both to better education in the con- 
ference method and to increasingly good use of it in public health 
nursing agencies. The spread of knowledge and skill concerning 
group methods in general has also helped us. One knows of no 
more important skill in tins day and age when we cannot avoid 
continuous cooperation with others even if we wish to do so. 
We shall make further and more rapid progress in our ability to 
use and contribute to the conference as our knowledge of the 
dynamics of human behavior becomes more a part of us. We will 
then be able to see more reaffily how these factors affect the situ- 
ation under discussion, and how they affect those around the 
conference table. 

Far as community agencies have progressed in being able to 
work together, most of us would agree that working relationships 
among staff members still could he improved. The continued 
translation of function into coordinated service depends on the 
development of such relationslups and on the efforts of directors, 
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supervisory staffs, and lay committees to establish workable pol- 
icies. Mistaken administrative policies can block useful profes- 
sional relationships. It seems clear, for example, that the workers 
in one professional group could not logically be employed to 
“supemse" the daily work of members of another professional 
group, though consultation might be appropriate. Much of the 
continuing improvement in interagency relationships depends, as 
far as the public health nurse is concerned, on an understanding 
of her own function and of the functions of other community agen- 
cies together with preparation for and means of communication 
with other agencies. The nurse uses her convictions about agen y 
function with fleaibility in order that she may be aware of may 
study, and may eventually accept such 
profLional purpose and method as are revealed by the needs 

society and by afd relationships do not 

Here again one sees ^ 3ri,,,,o,^andcontribum 

characteristics. 
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Campbell, C. Mache, 276 
Cancer. See Malignancy 
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243 
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functional, 242-243 
organic, 242-243 
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feeding cL-icuIUes wish 
antepartum altitude and. i?t 

f„„„ .7.-;,, ” 


Children, feeding difficulties with (coat.) 
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maternal rejection and, 170-171 
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use of rewards in, 175 
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194 
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temper tantrums, 193 
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training process and, 19a 
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patient's reaction to, 4, 337, 243 
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between nurse and patient, 13 
between nursing and sodal work, 316, 
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due to illness, 240 
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Differences, individual, 25, 46 
methods related to, 31-32 
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congemtal, 250-257 
anomalies, 252-253 
attitudes of parents toward, 250, 
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role oi nurse in adjustment of, 250, 
251-252 
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a5S-257 
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hampering, 245-246 
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regimen of children and, 257 
sell-depredation and, 245, 246 
sodety’s evaluation of, 245-246 
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See e^o Acddents 

DUabled CAiid in 5cA<?o/, TAe, 246-247 
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Dunbar, H. Flanders, 113-114 
Dynamics of human behavior 
academic course in, 308-309 
concept of, 7-8 
in groups, 94-96, 102 
mental illness and, 276 
See aisp attitudes, under specific head- 
ings; ChQdren, development of, 
phases of; Ego de%-eIopnient 

Eastern Health District, Baltimore, 105 
Economics, and mental by^ene, 3 
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advances in, 3, 289 
appUcaUon of, to work, 41-42 
field work in, 41, 305, 308-309 
in child development, 54 
learning in, preanous patterns of, 297- 
298 

neurology, value of, to nurse, 196 
obsletria, 109 

ps)-chiitric nursing, 257-258 
staff education, 3, 80, 312-313 
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Emcrgendes, 42-43. 285, 299 
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awareness of, 6, 25. 3°. 49 
hampering, 28, 31, 49, 160 
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influencing behavior, 6-7 
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Epilepsy and Convulsive Disorders fa 
CAtWren, 199-200 
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of situation, 44-50, 52, 117-118, 120 
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assimilation of, new, 4-5, 8-g 
clinical, 3, 51 
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as primary cultural unit, r46, 249 
grandparents, T48 

Alnesses, "pseudo-heredity,” in, 219-221 
in relation to individual, 2-3 
mentally defective parents and, 272- 
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role of, 143-14S 
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in iilness, 211-215, 238-241, 242, 243 
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Glueck, Bernard, 140-141. *4^ 
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Group development 
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Health, promotion of, 3-5, 8-9, 221-222 

HeaUk and Human Progress, 234, 235 

Health officers, 9 

Hearing, hard of, 246, 247 

Heart disease. See Cardiac disease 

Hernia, 251 

Home visits, so, 111-113 
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of child, 5, 158, 256 
patient's first, 8 

Hospitals, general, 8-9, 103, 126-127, 
207, 213-214 

mental Alness and, 276-277 
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Huschka, Mabel, 99, «62, 168, 184-J8S 


Identification 

condilioniDg experiences and, 24. £8-59 
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124, 2J8 

of supervisor with staff nurse, 301 
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Ug. Frances L , 105, i6s. *79 
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organic factors in, 199 
psydiogenic factors in, 

235-236 

suscepUbility to, 199 
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Illness, acute 

attitudes of patient, 220-222 
common reactions to, 211-^19 
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fear, anxiety during, 211-215 
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nurse-patient relationship m, 210-211, 
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definition of, 23&-231 
environment, reaction to, 234, 235 
family relationstups in, 344 
policy of agency toward, t8, 244 
prevention of, 331 
psychosomatic concept of, 335-236 
lecunencts of, 235-236 
regimen in, 234-336 
role of nurse in, 244 
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capable of change, g 
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comffltfBlcatioa with, 14^1^0, 165, 2x4, 

!St 

congenitally disabled, 252 
development of, at birth, 149 
development of, recorded, 54 
early contact with, 4, 8, 1:7-128 
environment of, 87-88 
feeding of, 15^169 
breast, 83, 120 
congenltaQy disabled, 252 
newborn, 163-165 
parents' altitudes toward, 161-163 
schedules, 159-163, 172, 190 
semi-solids, solids, in, 265-166 
weaning, 167-170, 172-173 
nurse’s function with newborn, 8, 163- 
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of 1948, International Preparatory 
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Interpretation 
in interviews, 67-73 
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meanings of term, 67 
mother’s, of doctor’s orders, 252 
of diagnosis, 212-213, 243 
to chQd, 68, 257 

to family, of insUtutionaliration, 272, 
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Interprofessional relationships, 8, 85, 
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cific headings; Identification; Inter- 
pretation; Listening; Observing; 
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with patient 

Jntervieving: Jts Principles and iSeth- 
ods, so 

Jealousy. See Siblings 
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maturation and, 152 
new experience and, 4-5, 8-9 
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methods 

Legal aspects of nursing care, 42 
Lernkau, Paul 4, 56, 205, 167 
Lessens ht Child Training Cleaned from 
Idiols, 269 
Levy, David, lOg 
Limitations 
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of diagnosis, 212-213, 243 
to child, 68, 257 

to family, of institutionalization, 272, 
28s 

Interprofessional relationships, 8, 85, 
270-271, 315-327 

Interviewing, See attitudes, under spe- 
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as a skill, 54-60 
contra-indicated, 30, 55 
painful to nurse, 56 
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1:6 
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suicide by, 123-134 
superstitions of, 116 
vomiting by, 133 
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need for training in, 109 
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speech development and, 15^157 
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Ifistitutionalixalion for, 261, 271-37*, 
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Mental Qlness (coni.) 
hospitalization in, 374-275» 376-377, 
385 

manic-depressive psychosis in, 133, 376 

nurse’s training in, 257-358 

organic, 283-284 

overactivity in, 280-281 

paranoid trends, 132 
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prevention of, 276 
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MhS-Centuty White Bouse Conference 
on Chfldren and Youth, 159 
Migraine, 198 

MUes, Catherine C., 204, 205 
Hind and Body, 123-1(4 
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Morland, Andrew, 237 
Mother substitute, nurse as, 8, 15, 16-17, 
210, 327 
Mothers 
as persons, 19 
role of, 143-14S 
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See also Maternity parent 
ilothcrs’ dubs, 84-96 
as Juslihablc groups, 86-87 
evaluaUon of, 85-87 
handwork in, 93 

interprofessional conlrihulions to, 85 
limitations of, 83-84, 85 
methods of lading, S7-96 
purposes of, 85-87, 89 
Tefrcshments for, 93 
volunteer assIsUnti in, 93 
Motivation, 7, 39-40 
Mos-emcnt, rate of, 44, 63 


Muldpte sdero^, 97 
Muscle tension, 165, 2x4, 351 

Neuritis, peripheral, 347 
Neurological disorders, 196, 247, 283 
New Haven Hospital, 131 
New York City 
Bellevue Hospital, 97 
Board of Education, 232 
Department of Heal^, 105, 232 
New York Hospital, The, 81, 97i 
103 

New York Infirmary for Women and 
Children, 81, xog 
Newborn. See Infants 
Nurse 

acceptance of sdi, 209 
as member of a “helping” profession, 
203 

explanation of agency by, 13 
in hospital, 8, 127 
mistakes, fear of, 42-43, 200 
personality of, 35, 63 
reasons for becoming, 203-207 
See oho Education, nursing; Emo- 
tional reactions of nurse; Public 
health nurse 
Nursing 

function, formulation of, 3x6-319 
integiated, 63 

mental hygiene movement and, J~tt 
other professions and, 7-8 
shared aspects of, 319, 320 
unique aspects of, 31^319 
See oiro Public health nurting 
Nursing care. See Bedside care 
Nursing Education, Division of. Teach- 
ers College, Columbia University, 292, 
294 

Nursing Psycholoiieal Palienls, 177, 3^7' 
218 

Obesity, loo-ioi 
Objectivity, 24-26 
Observing 

mental defectives, 262-265 
psychotic symptoms, 232, 377-283 
skill in, 50-54 

See also Listening; Responding 
Obstetridans, 109 
Occupational therapy, 344 
Oedipus situation, 142, 146 
Oettisger, Katherine B., 225-226 
Orthopedic conditions, 229, 252 
ONtiatUvUy, 196, 280-281 
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Palo, 333-334 

Pain: A Factor in Grovilh and Uf^tlop- 
ment, 333-334 
FarenU 

anxieties of, 138, 163-164, 

3Si-:sa 

recreation, interests of, xSg 
*»a.VmS o^.'oy dnHa, s, i34-r36 
standards for, nurse's, 5, 38-3®» 

190 

See also Family’ Fathers; Motber* 
Parent:' Problems with 
Children, 371 
Parkinson’s disease, 347 
Peckham Experiment, London, 34^*S» 
Pe^agra, aSj 
Perlman, Helen H., 49 
Personality 
growth of, 4-s 
nurse’s, 33, 63 

0/ disabled, society’s verdict 0^1 *45 
type of illness and, 198-199 
understanding of, 7 
■S’** eiso ChUdren, developme*'* 
phases of; Ego development 
Petit toal, 196 
Phobias, X31 

Physician, 8, X09, 3x3, 333, 336, 343 
Physiology, and mental hygiene, } 

Piker, Philip, xjx, 333 
Play 

parents' recreation, interests, i59 
sex, xss-t 56 

5 ee also Children, play; Groups 
Play therapy, 188-189 
Poliomyelitis, 339-330 
Pratt, George K., 30 „ 

Pregnancy. See Maternity patient? 

ternity service 
Prenatal influences, iti-iiA 
Preschool child. See Children; Infan'* 
Prevention 

concept of, 3-5, 138 
epidemiology, 3-5 
of long-term illness, 331 
of mental illness, 376 
of psychoneurosis, alt 
organijation for, 3-1* 
out-patient clinics and, 9S-105 
Problem-solving approach, 3 ^- 38 , 

Procedures, bedside, 303, 3ii, 3iS'^*5> 
236-330 
Process 

in interviewing, 53, 60 
in recording, 77 
in supervision, 391, 394 


Psychiatry, i-j, 375-376 
See also Mental illness 
Psychoanalysis, Freudian, 141-143 
Psychological Aspects oj Pediatric 
Practice, The, 163 

Psychological examinations, 361-263, 364 
Psychology, a-3 

Psyittoiogy o'i (ne luberculous Patient, 
The, 308, 338 
Psycboncurosis 
disabilities and, 346, 350, 355 
nurse’s attitudes toward, 30-31, 133- 
133 

prevention of, 376 
rewards for illness, 20, 240 
training methods and, ijj 
Psychosis. See Mental illness 
Psychosocial Development 0} Children, 
14* 

Psychosomatic clinia and awards, xo3- 
X03 

Psychosomatic concept, 197-200 
long-term illness and, 235-236 
nursing and, 198 
specific illnesses and, X98 
Psychotherapy •with Children, sdfi 
Public health, 3. *!>• *34 
Public health nurse 
as employee, 287-288, 306 
as professional worker, 288-289 
in homes, 10 
in schools, 10, 84 

mental hj^ene and, 9-10, 163-164 
mentally ill patient and, 374-275, 277. 

383, 384-285 
"new" nurse, 395-296 
social worker and, 320-326 
See also Bedside care; Emotional re- 
actions of nurse; Nurse; Supervi- 
sion; Supervisor, generalized 
Public 'bealtb nursing 
function of, zr, 318-319 
interprofessional relationships in, 8, 
85 , 37 o-a 7 i, 3 iS- 3»7 
personnel policies of, 388 
policy in iong-te/sn iUsess, j 8, 244 
purpose of, 40, i 72 > 192 
See also Nurse; Nursing; Relation- 
ships, intra-agency 

Public Health Service. See United Sutes 

Read, GranUy Dkk, 1x4 
Recording . „ 

as statenient of nurse’s ‘‘impressjon, 

77 

attitudes revealed, 30 > 52 
altitudes toward, 73-74 
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Recording (cont.) 
in the home, 75 
of patient’s confidences, 56 
“process” recording, 77 
provision for, 74-76 

skill in, 73-77 

use of summary in, 77 
Records, uses of, 73, 75« 303 
Regimen 

during toikt training, 177-178 
for convalescent children, 2*3-215 
in illness, long-term, 234-236, 244 
infant sriiedules, 159-163 
Regression, 135-136, 215-218, 241-242 
Relationship with patient 
accepting, 13, 2^30, 38-39, 171-^72 
as basis for teaching, 13 
development of, 12-14, 6s 
in acute illness, 210-aii, 215-21S 
nurse as mother substitute, 8, 15, 16- 
17, 3X0, 2X7 

nurse’s leadership in, X3-X4, 66-^7, 78 
supportive, x6-x8, x66, X7X-172, 2x3- 
2x4, 237-238, 244,351-252 
Set tdso Ambivalence; Group de- 
velopment; Standards, professional 
ReUUonships, family 
geometrical progression In, 148-149 
loss of, x95-t96 
projection in, 64 
roles, 53“54. t43-»47 
See also Children; Cultural factors; 
Fanuiy; Fatheis; Mothers; Parents; 
Siblings; Tuberculosis 
Relationships, interagency, 309-3x5 
Relationships, inttr^sdpiinary, 3-3 
Relationships, Interprofessiotul, 8, 85, 

270-271,315-327 

between nurse and social worker, 320- 
336 

See also Conferences; Nursing; Pub- 
lic health nursing 
Relationships, Lntra-agency 
disparity In nurses' preparation and 
apericnce, 389-291 

Influence of administrator on, 305, 30S 
nuTse*supervisor and, 391-309 
RcUgion 

mediutions, treatments and, ssj 
mental hygiene axul, S 
nuru’t b^fs, 6 
Research, nunlng, tgs 
Resiliency, 263, jai 
Resistance 

adokKcnt rebellion, 23, 302 


Resistance (cont.) 

based on conditioning experiences, 23- 

indicating need for problem-solving 
approach, 36-38 

inherent in nurse-patient relationship, 

24 

nurse as contributor to, 24-31 
nurse’s acceptance of, 13, 50 
part of learning, 22, 50 
shown by patient’s lies, 32-33 
tdnforced by fear, guilt, 6, 24 
See also Change 

Resistances to the Adoption of Teckuo- 
logUal innovations, 22 
Responding 

choice of words, 61-63, 213 
dynamics underlying, 61 
individual di^erences in, 62 
skill in, 61-73 

techniques in interviewing, 66 
See also Identification; Interpretation; 
Listcidng; Observing; Problem- 
solving approach; Relationship with 
patient 

Rest, 234, 235 

Rest and Otktr Things, 235 
Retardation. See Mental defect 
Rewards, use in training, 27s 
Robinson, Virginia P., 396, 306 
RobUbaw, Ruth A., XX2 
Rural nurse, 40-41 

Sao Francisco Psychoanalytic Institute, 

158-159 

Sanatoria, 197, 23&'243 
See also Hospitals for mentally ill* 
Institutionalization 
Sand, Ria6, 334, 235 
Schizophrenia. 5ee Mental illness 
School age child 
behavior after illness, 331-222 
disabled, 347-256 
mentally defective, 270-371 
sbut-io, 325-226 
Sclerosis, multiple, 247 
Sell-«sleem, 27, 86 
Sense of Humus, A, 214 
5cz education, 133-134, 136-237 
nurse's role in, 134 
Sex pUy, 155-156 
Sezu^ maturity, ti9-t30, 155, 156 
Sfi>iutgs 

ambivalence toward, 136, 147-148 
co-workers identified with, 302 
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Siblings (cant.) 
illness of, 220 
new baby and, i33--i37 
place in family, 147-148 
sharing wilh, 5, 108, 134-136 
sudden weaning and, 168-169 
Situation, author’s use of term, z 
Skills 

manual, 201, 202, ao3 
social work, 319 

See oJso Listening; Observing; Re- 
sponding 

Social case work, 8, 319 

Social Component in Uedical Care, The, 

335 

Sodal Science Research Council, 211 
Social Service Indei, 309-310 
Social worker, and public health nurse, 
320-326 
Sociologist, 2-3 

Sociology, and mental hygiene, 3 
“Somatization reactions,'' tgS 
Somentbal, L R., 209 
Speech 

bilingualism, 156-137 
delayed, 264 
flight of ideas, 2S0 
semantics In conferences, 6r 
See also Responding 
Spina biflda, 251 

Spock, Benjamin, 162, 167-168, 184-185 
Sundards, professional 
“Ideal” nurse, 25 

influenced by personal standards, 5, 
24-31 

unattainable by patient, 3* 

Sute School for the Blind, Jacksonvifle, 
Illinois, 251 
Sterba, Editba, 195 
Stereotypes 

nurse’s, of patient, 13, 89 


Supervision (eont.) 
goal in, 297, 30s 
of student nurse, 42 
painful aspects inherent in, 300-301 
306 ’ 

promotion to, 202-203 
work-centered, 301 
Supervisor, generalized 
as administrator, 108, 293, 300, 306 
as coosultant-teacher, 299 
as Imson person, 41, 292-293, 294 
as practitioner, 293 
as teacher, 293-294, 297 
altitudes of nurse toward, 295-296, 302, 
306 

conferences held by, 307, 308, 315 
“difference," maintaining of, 301, 305- 
306 

discomfort, feeb'ngs of, 300-3or, 306 
emergencies, orders in, 298-299 
evaluation, responsibility for, 306 
experienced nurse and, 299-300 
field visits by, 315 
oversoUcitous, 296, 306 
problem-solving approach, use of, 301- 
$04 

relationships, use of, 306-308 
role of, 291-294 
security for, 304. 305, 309 
self-awareness of, 299-300, 304 
skills, interpersonal, use of, 300-301, 

307 

spedelieed consultant and, tpA 
tools of, 303-304 
“young” staff nurse and, 295-299 
Suppression, 25-26, 208 
Surgery 
elective, 5, 252 
fear of, 6$ 

Syphilis, 221, 247, 283 
“Syphilopbobia," 208 


of first impression, 57 
patient’s, of nurse, 12-13 
Stem, Bernhard J., 22 
Stokes, John H., 204 
Stratton, George M., 222 
Success, 2, 38 


Supervision 

as "process,” 291, 292, ^9*' 304. 30S 
authority of situation, 298-299/ 3oa 
by member of another profession, 327 
dkplacement of directive concept in. 



Taft, Jessie, 305 
Taylor, Ruth, 109 

Teacher, and mental hygiene 8, lo-it 
Teaching methods 

appropriate to situation, 35-56, 39/ 46 
developmental phases and, 5 
direct advice, 17, 35 
in acute illness, 202 
individualized, 31 

lioiited to intellectual level, 23, 34' 
35. 43 

mental age and, 267 
persuasion, attempted, 171-172 
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Teacliiiig methods (conL) 

problem-solving approach, 3&-38» 43- 
SO, 301-30-4 
security in, 3i-3J» 207 
timing, 66 

with mentally defective children, 267- 
269 

with superior patient, 259 
Su ol$o CUnics; Education, nurang; 
Group development; Interpretation; 
Learning ; Supervisor, generalized 
Tension 

muscle, i6s, 214, 251 
symptomatic, 132 
Thompson, Lloyd J., 83, 131-132 
Thornton, Janet, 233 
Thousand Think Together, A, 93 
Toilet training, 176-185 
accidents, x8o-i8i 
appropriate clothes for, 180 
as basis lor neurosis, 177 
at night, 182-183 
attitudes toward, 143, 176-178 
bed, protection of, 182 
“catching" and, 178-179 
cultural factors in, 176-177 
oaetions, child's Interest in, 180 
duids, restriction of, 184 
maturation and, 178, 179 
personality development and, 138, 140, 
142. 18s 

rebellion against, 179-180 
refusal to defecate, 227 
relapses, 179 

time lor staiting, 176-177, 178-179 
Trairung School, Vineland, New Jersey, 
260, 268 

Tredgold, A. F-, 261-362 
Tuber ailosis 

attitudes of patient toward, 7, 236-242 
diagnosis, teacrions to, 336, 237, 24s 
employment of i>aUents wUb arrested 
cases, 347 

examination, resistance to, 340-341 
in children, 240 

patient-family relationships in, 339- 
240 

psychosomatic concept and, 19S 
role of nurse in, 237, 238, 239, 241 
sanalorima care, resistance to, 238-^39 
sodet/i fear of, 208 
treatment, endurance of, 337 


Tuberculosis (cent.) 

See also Illness, long-term 
Tumors, brain, 2S3 

Typical Position of MothePs Sand 
Shoicing Her Tension, i6s 

Unconscious, the 

attitudes toward training and, 177 
otoflict in, 6-7 
dynamisms, 95-96 
influeoce on behavior, 6-7 
mental mechanisms of, 95 
nurse’s function in relation to, 14 
See also Dynamics of human behavior 
United States Children’s Bureau, 109, 

Umted States Public Health Service, 110, 
»i9 

Emergency Matenaty and Infant Care 
Program, 9 

Mid-Cenluiy While House Conference 
on Children and Youth, 159 
University College Hospital, London, 
211 

Univerrity of Minnesota, Institute of 
Chad Welfare, 83 
Urogenital disease, 198 

Veterans Administration Mental Hy- 
giene CUnic, New York City, 97 
Vineland, New Jersey, Training School, 
260 

Vocational RebabllltatioD, Eederal Office 
of, 247 

Waring, Ethel S., 183 

Weaning. See Children, feeding diffi- 
culties with; Infants, feeding of 
Well baby conferences. See Conferences, 
child health 

WMte House Conference, 159 
Why Family Harmony f, iga 
Why the Professor FeU Out of Bed, 3 
Wiritman, E. K., 193, 232 
Waktr, Marguerite, 183 
Workshops, 80, 304 

Wrenthaa State School, blassachusetts, 
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Wright, George W., 219 

Yale University, Clinic of Child Devel- 
opment, ro5 



